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Health Units and the National Health Grants 


G. E. WRIDE,! M.D., D.PH. 


T has been suggested that, during the current period of critical self-analysis 
and evaluation of the present and future roles of public health procedures 
generally and of the functions of local health units in particular, a description of 
the scope of federal assistance provided through the National Health Grants to 
the provinces on behalf of the services provided by local health units could 


serve a useful purpose. 

Several attempts were made in the earlier years of the Grants to present a 
comprehensive review of this nature; but the presentations always bogged down 
in the realization that it is almost impossible to present accurately the total 
effect on local health units of the continuing federal expenditures under all of the 
nine or more annual Grants which have directly and indirectly, at one time or 
another, influenced most local health services. 

This review will deal mainly with assistance to health units through the Grant 
having the greatest impact on their services, the General Public Health Grant, 
while making some reference to the roles of other Grants, e.g. Tuberculosis 
Control, Mental Health, Public Health Research and Hospital Construction. 

To use a term of neuro-anatomy, rural and urban health units have provided 
in Canada the administrative synapses for the complex public health and related 
services provided locally under the supervision of provincial Departments of 
Health. Introduced into Canada on an experimental basis in Saanich, British 
Columbia, in 1921, with the support of local women’s organizations, and into 
the Province of Quebec, beginning in Beauce County in 1926 with the aid of 
Rockefeller grants, the concept of rural or urban health units concentrating and 
co-ordinating as many local health services as possible in an effort to provide 
the same standards of health care in rural and in expanded metropolitan areas 
as are available in the best organized urban areas has been widely accepted. 

1Principal Medical Officer, National Health Grants, Department of National Health and 
Welfare, Ottawa, Ont. 
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The National Health Grants were inaugurated early in the fiscal year 1948-49 
as a part of combined federal and provincial efforts in the post-war years to re- 
inforce the social security and improve the health of the people in all provinces. 
They were commenced after the introduction of several earlier steps in a broad 
program of social security and after several preliminary Dominion-Provincial 
conferences, which did not always attain complete agreement on federal and 
provincial planning. 

When introduced, there were 10 annual Grants totalling approximately 
$30,000,000 for Hospital Construction, General Public Health, Mental Health, 
Cancer Control, Tuberculosis Control, Health Survey, Professional Training, 
Crippled Children, Venereal Disease Control and Public Health Research—to 
list them in decreasing order according to the allocations of federal funds. 

As it turned out, this amount exceeded by almost four times the ability of the 
provinces to expend federal assistance for the corresponding health programs 
during the first fiscal year and proved to be almost twice that ability during the 
second year. It was to take eight years for the provinces to reach an overall 
expenditure amounting to 87% of the federal assistance annually available under 
the Grants. From this peak their expenditure has decreased slightly to 85% in 
1959-60. 

After their introduction, certain Grants remained static in the overall amounts 
allocated and came to be somewhat overwhelmed by Canada’s growing popula- 
tion and the rising costs of health programs. Other Grants were automatically 
increased annually by a few cents per capita until a maximum for each was 
reached, when they too became static and were overtaken by provincial needs. 
Still other Grants were placed on an annual per capita basis and have been 
otherwise altered only when necessary to meet a changing emphasis in the 
control of appropriate health problems. 


Grants and amounts allocated for fiscal year 1960-61 


Recently, and partly in recognition of the spreading introduction of hospital 
insurance and diagnostic services plans, which provide new channels for federal 
and provincial assistance to hospital-based health services, a general rearrange- 
ment of the Grants’ structure and allocation of funds was made, to begin on 
April 1 of the fiscal year 1960-61. 


GRANTS AND AMOUNTS ALLOCATED FiscaAL YEAR 1960-1961 
Hospital Construction $17,367,320 
General Public Health 13,953,600 
Mental Health 8,765,391 
Tuberculosis Control 3,500,000 
Cancer 3,500,000 
Medical Rehabilitation and Crippled Children 2,625,000 
Maternal and Child Health 1,750,000 
Public Health Research 1,744,200 
Professional Training 1,744,200 





Total $54,949,711 
It is estimated that in the fiscal year 1953-54 the total federal monies avail- 
able under the National Health Grants, other than for Hospital Construction, 
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represented $1.93 per capita. By 1957-58, with certain changes in the Grants, 
this level had increased to $2.18 per capita, but, by 1960-61, with continued 
growth of population, the ratio decreased to an estimated level of $2.11 per 
capita; an argument, perhaps, for the calculation of the total monies to be avail- 
able in the Health Grants on an annual per capita basis, with interim rearrange- 
ment of individual Grants every few years according to changing provincial and 
national health needs. 

The General Public Health Grant has provided, at the request of the provinces, 
the most continuous and substantial federal support of any of the Grants on 
behalf of health units. Beginning in 1948 on a per capita calculation of 30 cents, 
it has risen to the present level of 80 cents annually per capita. These amounts 
have by coincidence corresponded to approximately one-third of the average 
annual per capita cost of operating a local health unit. 

The terms of the Grant are quite broad. Its stated purpose is “to assist in 
extending and improving health services”. It is allocated to the provinces on the 
basis of $50,000 first to each province and the balance according to population. 
It is further stated that projects may be submitted by a province “in connection 
with and as part of a satisfactory plan or program for the strengthening of 
health services both provincial and local within such province, including the 
training of personnel and the conducting of services and studies”. 

In the period from 1948 to March 31, 1960, there were made available to 
the provinces under the General Public Health Grant amounts totalling 
$84,560,601 of which the provinces requested a federal expenditure of 
$57,506,229 or 68%. From these amounts the provinces expended federal 
assistance of approximately $22,000,000 on the needs of rural and urban health 
units. Present indications are that the expenditures under all Grants in 1960-61 
on behalf of the units will reach approximately $4,000,000. 

At the beginning of the Grants in 1948 there were 132 full-time health units 
or corresponding districts, and 25 full-time urban health departments in the 
various provinces. By 1956 there were 163 full-time health units or districts and 
28 full-time urban health departments. By 1960 the number of full-time health 
units or districts had increased again to 177, and the number of full-time urban 
health departments remained at 28. These gains were, in most cases, aided 
substantially through the National Health Grants. 


HEALTH UNITS ESTABLISHED WITH GRANTS’ ASSISTANCE 


1948-1960 
NOVA SCOTIA (1) Simcoe County 
Cobequid Division Wellington County 
Muskoka District 
NEW BRUNSWICK (1) York County 
Carleton Huron County 
Fort William and District 
QUEBEC (2) a ; 
Sherbrooke County Metropolitan Windsor 
Jacques Cartier Port Arthur and District 
Norfolk County 
ONTARIO (14) Ontario County (southern area) 
Kenora District Wentworth County 
Nepean-Gloucester Sudbury and District 
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MANITOBA (1) Grande Prairie 
Shoal Lake-Birtle-Russell-Roblin District Barons-Eureka 
Jasper Place 
SASKATCHEWAN (4) ieee 
Prince Albert Health Region ee Seen 
Regina Rural Health Region a. k 
Rosetown Health Region C — 
Yorkton and Melville Health Region Wetoka 
= Forest Lawn 
ALBERTA (17) BRITISH COLUMBIA (8) 
Drumheller Courtenay 
Sturgeon Trail 
Leduc-Strathcona Kamloops 
Minburn-Vermilion Prince George 
Athabasca Cloverdale 
Stony Plain and Lac Ste. Anne Mission 


Medicine Hat 


Nelson 
Bow Valley 


Simon Fraser 


Among the earliest difficulties encountered in the way of an immediate ex- 
tension and broadening of local health services with full use of the monies avail- 
able under the National Health Grants was the inability of the provinces and 
local health units to obtain adequate numbers of trained and experienced staff. 
It is recorded that in 1948 there were 1,186 full-time staff employed in full-time 
local health units. In 1956 there were 2,182, or an increase of 996 persons. 
Although this is some indication of the rate of staff increase, with the assistance 
of the Grants, it does not measure the reportedly heavy staff turnover in the 
units. 

By 1959-60, at the request of the provinces, the Health Grants were pro- 
viding annual assistance towards the employment of at least 1,141 full-time 
employees and 64 part-time employees in urban and rural health units, and the 
provinces continued to report serious shortages in almost every category of 
health personnel. 


HEALTH UNIT STAFF SUPPORTED BY GRANTS 
L959— L960 
Public Health Nurses 602 
Clerk Stenographers 257 
Sanitary Inspectors 171 
Public Health Physicians 56 
Dental Assistants 39 
Dentists 35 
Veterinarians A | 
Psve hologists 4 
Nutritionists 6 
Health Educators 6 
Social Workers 3 


Potal 1,205 


All provinces undertook, in 1948 and in subsequent fiscal years, to develop 
extensive training programs for health workers, and this has been particularly 
important for their plans to meet the needs of local health services. Of more 
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than 27,000 individuals who received training assistance to March 31, 1960, 
under the Health Grants, more than 4,600 were trained on behalf of rural and 
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urban health units. More than half of those trained received assistance exceeding 


three months’ duration. Many were subsequently supported through assistance 
to their salaries in expanding community services. 


PERSONNEL TRAINED FOR HEALTH UNITS 


Courses Courses 
under over Total 

3 months 3 months 
Public Health Nurses 1,346 1,603 2 949 
Sanitary Inspectors 762 292 1,054 
Public Health Physicians 132 219 351 
Public Health Engineers il 60 71 
Public Health Dentists 16 47 63 
Public Health Veterinarians 2 61 63 
Dental Hygienists 0 49 49 
Health Educators 0 6 6 
Nutritionists 0 5 5 
Total 2,269 2,342 4.611 


It is often not sufficiently emphasized that, in this modern era, the best efforts 
of health unit staff are brought to bear in the homes of the people and in the 
local health clinics through the efficient provision of transportation for staff and 
patients and by the use of all reasonable means of communication. 

Following the urging of the provinces, a procedure was inaugurated early in 
the Health Grants’ program whereby essential additional vehicles for the 
transportation of local health workers could be financed with federal assistance 
to an extent of 75% of their original cost, following which the provinces or their 
local agents would make the arrangements required for their eventual replace- 
ment. More than 500 automobiles, fifteen buses, seven boats and three snow- 
mobiles have been purchased with federal assistance for use in health units or 
corresponding services, and there have also been substantial annual contributions 
towards the maintenance of many vehicles. In some areas the problem of trans- 
portation for health unit staff has been in part solved by the payment of larger 
salaries, which include amounts thought to be commensurate with the extra 
cost of purchase of necessary automobiles. 

In Newfoundland and in Quebec, partial assistance has been provided towards 
the cost of obtaining additional transportation by air services and by special 
boats plying to and from isolated areas. Such services include the ferrying of 
staff to carry out necessary local public health procedures. Newfoundland has 
five boats strategically located along its coast for these purposes. 

In Newfoundland, also, assistance was provided towards the costs of installa- 
tion of radio-telephone communication between the provincial Department of 
Health, strategically located medical officers of health and selected Key nursing 
stations, as well as in certain coastal ships, to secure rapidly basic health services 
for the outports and for Labrador. 

A recent innovation in Ontario has been an experimental installation, with 
the assistance of the Grants, of a recording telephone-answering service for a 
health unit. This provides a record for playback of each incoming call made to 
the health unit during the absence of technical and professional statt. 
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Hospital Construction Grant 

The terms of the Hospital Construction Grant include an item which allows 
federal assistance for the construction of a community public health center, or 
an addition to an existing center, to provide adequate space therein and, also, 
allows for assistance for major renovations or alterations to a center. Federal 
assistance is calculated on the basis of up to $2,000 for every 300 square feet 
of eligible floor area and, for renovations or alterations, up to one-third of the 
cost. In all instances the province must at least match the federal contribution 
and certify that the construction is according to provincial plan. Payments of 
federal assistance are made on the completion of 25%, 50%, 75% and, finally, 100% 
of construction, on the basis of claims submitted and certified by the provinces. 

Fifteen projects have been submitted and approved for federal assistance for 
the development of health unit centers in or in close association with hospitals 
but, in most provinces, the majority of the units remain on sites isolated from 
the local hospitals. 

Eighty-one health centers containing facilities for health unit services have 
been constructed with assistance under the Hospital Construction Grant. 


HEALTH CENTERS CONSTRUCTED WITH AID OF 
THE HOSPITAL CONSTRUCTION GRANT 
1948-1960 





PRINCE EDWARD ISLAND 
CHARLOTTETOWN—Charlottetown Health 
Center 
TyNeE VALLEY—Stewart Memorial Health 
Center 


NEW BRUNSWICK 
BatHURST—Bathurst Community Health 
Center 
FREDERICTON—Polio Clinic and Health 
Center 
RICHIBUCTO—Richibucto Community Health 
Center 


ONTARIO 
FerGus—Wellington County Health Unit 
HAMILTON—Hamilton Health Center 
WELLAND—Welland County Health Unit 


MANITOBA 
BirntLE—Birtle-Shoal Lake Health Center 
DavuPpHin—Dauphin Hezlth Center 
NeeEPAWA—Neepawa Health Center 
STONEWALL—Northern Stonewall Health 
Unit 
Pitor MouNpb—Pilot Mound Community 
Health Center 
STEINBACH—Red River Health Unit 


Se_kink—Selkirk Health Center 

Swan River—Swan Valley Health Unit 

VirRDEN—Virden Health Center 

WEST KILDONAN—West Kildonan Health 
Unit 


SASKATCHEWAN 
AVONLEA—Municipal Health Center 
CarLtyLE—Carlyle Health Center 
Fort Qu’APpPELLE—Fort Qu’Appelle Health 

Center 
Fox VALLEY—Fox Valley Health Center 
Govan—Govan Health Center 
LEMBERG—Lemberg Health Center 
LiptoN—Lipton Health Center 
LUSELAND—Luseland Health Center 
Morse—Herbert-Morse Health Clinic 
NorTuH BATTLEFORD—Provincial Health 
Center 
REGINA—Civic Health Center 
SEMAN’S—Seman’s Health Center 
SoutTHEY—Southey and District Health 
Center 


ALBERTA 
CaLGaRY—Scarborough Health Clinic 
EDMONTON—Eastcroft Health Clinic 
South Side Health Clinic 
Woodcroft Health Clinic 


BRITISH COLUMBIA 
ABBOTSFORD— Matsqui-Sumas- Abbotsford 
Health Center 
ARMSTRONG—Armstrong-Spallumcheen 
Health Center 
BURNABY—Burnaby Community Health 
Center 
BURNS Lakt 
COQUITLAM 


Burns Lake Health Center 
Coquitlam Health Center 
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BRITISH COLUMBIA (Continued) 
CRESTON—Kiwanis Community Health 
Center 
Dawson CREEK—Dawson Creek Health 
Center 
ENDERBY—Enderby Sub-Office of North 
Okanagan Health Unit 
GRAND Forks—Grand Forks Gyro 
Community Health Center 
GREENWooD—Greenwood Centennial 
Health Center 
HaNEY—Maple Ridge Health Center 
KAMLOOPS—Kamloops Health Center 
KELOWNA—Kelowna Health Center 
South Okanagan Health Center 
KEREMEOS—Similkameen Health Center 
LADNER—Ladner Community Health Center 
LADYSMITH—Ladysmith Kinsmen Health 
Center 
LANGFORD—Colwood Health Center 
LANGLEY—Langley Office of Boundary 
Health Unit 
LILLOOET—Lillooet Sub-office of South 
Central Health Unit 
MAILLARDVILLE—Coquitlam Sub-office of 
Simon Fraser Health Unit 
McBripE—McBride and District Centennial 
Health Center 
Mission City—Rotary Health Center 
NANAIMO—Nanaimo Community Health 
Center 
New WESTMINSTER—Simon Fraser Health 
Unit 


Public Health Research 
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OLIveR—Oliver Community Health Center 
PEMBERTON—Pemberton Health Center 
PENTICTON—Penticton Health Center 
PorRT ALBERNI—Port Alberni Health Center 
PRINCE GEORGE—Prince George Community 
Health Center 
QUALICUM BEACH—Qualicum Sub-office of 
Central Vancouver Island Health Unit 
QUESNEL—Quesnel Health Center 
REVELSTOKE—Revelstoke Health Center 
RICHMOND—Richmond Health Unit 
RossLAND—Rotary Health Center 
SALMON ARM—Salmon Arm Health Center 
SMITHERS—Smithers Health Center 
SUM MERLAND—Summerland Health Center 
TrRaiL_—tTrail Kinsmen Health Center 
UcLuELET—Central Vancouver Island 
Health Unit 
VaNCOUVER—Community Health Center 
(Provincial Health Building) 
Health and Welfare Building 
Metropolitan Health 
Committee 
Health Units Nos. 2, 4 and 5 
VANDERHOOF—Nechako Valley Health Clinic 
VERNON—Vernon Centennial Health Center 
Vicroria—Victoria Health and Welfare 
Center 
WHaALLEY—Whalley Health Center 
Wuite Rock—White Rock Centennial 
Health Center 
WILLIAMS LAKE—Williams Lake Health 
Center 


Although the National Health Grants have provided for assistance for the 


support of public health research since 1948, one is concerned that, with the 
exception of the Health Survey Grant—which was substantially expended for 
the support of a National Health Survey during the fiscal years 1948-53—there 
have been relatively few requests reaching the Department for assistance with 
studies or experimentation on the provision of improved community health 
services in health units. It is realized, of course, that, in providing assistance for 
additional modern training and for the provision of competent staff for a unit, 
an environment is undoubtedly also provided for subsequent improvements in 
analysis, the use of vital statistics and perhaps for an attitude of thoughtful 
experimentation. The major portion of federal assistance to provincial research 
programs continues to be, at provincial request, in support of research in 
universities and large hospitals. 

The Health Survey, conducted with federal assistance in the amount of 
$540,960 under one of the original Health Grants, provided material stimula- 
tion and support for a realistic examination, during the early years of the Grants’ 
program, of the operation and needs of health units and other services. It is 
perhaps fair to indicate the importance of the results of this survey in laying the 
foundation for a great extension of community health services in all provinces. 

It was indicated earlier that the health units share less directly in federal 
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assistance provided through certain other Health Grants. The effect of these 
other health programs, which may be operated either through the same pro- 
vincial Departments of Health or perhaps under allied departments, is to develop 
the work of each unit in those directions necessary to avoid duplication of effort 
while achieving close co-ordination and co-operation in providing for more 
complete health services. 


Mental Health Services 

Mental Health services, where provided, and subject to the availability of 
staff, are often well organized around local community mental health clinics, 
whether located in or out of hospitals and appear to be, for the most part, freely 
available to the local health units. Such services, with some exceptions, are 
under the direction and supervision of the provincial directors of mental health. 
Only recently a few provinces have undertaken the experimental location of 
community mental health clinics in selected local health units while retaining 
supervision through the provincial mental health divisions. 

The extent and increase of mental health services now available to the 177 
local health units and 28 urban health departments can be judged from the 
information that the 11 mental health clinics available in 1948 have grown to 
88 in 1960, with annual support under the Mental Health Grant. Further 
extension appears to be urgently required as quickly as trained staff can be 
provided. One of the conditions of federal assistance has been that mental 
health services supported in this way should also be available to help meet the 
needs of the local health unit. 


Tuberculosis Control Services 

The community tuberculosis control services, including chest X-rays, the 
use of B.C.G. and the tuberculin testing programs, all of which have been 
assisted substantially under the Tuberculosis Control Grant, have also been 
made freely available and co-ordinated with the needs of the local health units. 
In turn, the health units are frequently able to assist with community education 
in the prevention and control of tuberculosis as well as medical rehabilitation 
for patients discharged from sanatoria. In at least one province, the medical 
officers of health for health units have routinely received postgraduate training 
in tuberculosis control work. In Quebec, chest X-ray equipment has been placed 
in most units with assistance under the Tuberculosis Control Grant. 


Health Education 


Perhaps the most effective programs for health education are attained within 
the services provided by local health units, although the 24 health educators, 
trained with the assistance of the Health Grants for the provinces since 1948, 
have been relatively too few in number and have not remained in their positions 
long enough to cope with all of the problems involved. A major result of the 
total of almost a million dollars expended under the Health Grants since 1948 
on behalf of health education services generally in all provinces, has been to 
improve these services at the local level. 
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Projects already submitted in 1960-61 by the provinces for approval under 
the Grants on behalf of health education total approximately $90,000, and the 
assistance will again be utilized for the training of additional staff, salaries and 
the provision of necessary technical equipment. 


Home Care Services 


It has been suggested that the best hope of reducing the mounting demands 
for additional beds in hospitals under hospital insurance programs rests in the 
proper development of comprehensive home-care services. Assistance in the 
amount of approximately $275,000 for the conduct of pilot demonstrations in 
several provinces has included support for experimental home-care plans based 
in some cases on local hospitals, as in Montreal and Winnipeg, and, also, for 
plans operated under the supervision of health units, as in Ottawa, Fergus and 
Toronto, in Ontario and in Vernon, British Columbia. 


Dental Health 


Several provinces have embarked upon dental care programs for children 
which are closely associated with the work of health units and the local school 
health services. Because of staffing problems it has been necessary to select pre- 
school children and perhaps Grades I and II in elementary schools, in order to 
demonstrate the possibilities of annual, complete, dental care. The efforts of 
local women’s committees and the local practising dentists are stimulated and 
co-ordinated by the units, with partial assistance under the Grants, and wide 
coverage and useful programs for dental health education have been the result. 
In 1959-60 Grant aid to local dental health services totalled over $460,000. 

Most provinces have received repeated assistance under the Grants for the 
purchase of audiometric and vision-testing equipment for use in school health 
services and in local health units. 


Control of Communicable Disease 

In all provinces, substantial federal assistance has been provided for local 
immunization and treatment programs for the control of communicable diseases. 
Provincial and federal Grant funds have shared in the purchase of Salk vaccine 
against poliomyelitis, supported the venereal disease control programs, supplied 
sulpha drugs and penicillin for the prevention of rheumatic fever and provided 
selected drugs for the supervised treatment of tuberculosis at home. 


Summary 

With few exceptions, after twelve years of assistance through the Grants, the 
populated areas of all provinces receive at least a reasonable, minimum standard 
of public health services by means of provincially co-ordinated networks of 
health units and allied services. Many areas receive a high standard of public 
health care. Yet much remains to be done. In an enterprising and steadily 
developing country like Canada efforts to consolidate and improve all health 
programs must continue in pace with enlarging resources, population and 
scientific knowledge. 





98 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 52 


It has been suggested in some quarters that, with the continuing spread of 
province-wide programs for hospital and other health insurance, the inclusion 
therein of selected diagnostic and out-patient programs associated with hospitals, 
and the location of responsibility for certain health services in departments other 
than the provincial Departments of Health, the time may soon approach when 
the older concept of a network of health units as an ideal device for the con- 
centration of public health services will undergo re-examination. 

No one should doubt that constant scrutiny and repeated re-examination of 
the work of the health units or of any of the local health services can be for the 
eventual good of all concerned. Modern preventive and curative health care 
advances most rapidly in the presence of serious questioning and experimenta- 
tion. In this atmosphere the interested, well-trained health worker will always 
find his skills and experience to be in great demand. 

The recent approval of a series of provincial submissions of projects which 
request federal assistance for at least part of the cost of a consultative health 
survey service, to be sponsored by the Canadian Public Health Association and 
open to all provinces, is but a further example of how federal, provincial and 
voluntary efforts can continue to be integrated with the aid of the National 
Health Grants to seek the best means for improved national health. 
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Résumé 


Les subventions fédérales accordées aux unités sanitaires urbaines et rurales 
du Canada se chiffrent a environ $4,000,000 par année. De plus, lorsque les 
provinces en font la demande, ces subventions aident a la construction de locaux 
appropriés, a la formation professionnelle du personnel sanitaire, a la création 
de moyens de transport nécessaires ainsi qu’au développement de plusieurs autres 
services d’hygiéne communautaires qui leur sont connexes. 

Par ailleurs, la mise en vigueur des programmes d’assurance-hospitalisation 
et d’assurance maladie a été accompagnée d'une période d’études et d’analyses 
sur la meilleure fagon d’intégrer et de coordonner tous les services de santé, 
incluant ceux qui émanent des unités sanitaires. 









































A Canadian Study of Mortality in Relation 
to Smoking Habits’ 
A Preliminary Report 


E. W. R. BEST, M.D., D.P.H.,° G. H. JOSIE, Sc.D., M.P.H.,* 
C. B. WALKER, B.A 


RISING death rate from lung cancer has been reported in many parts of 
the world and numerous studies have been made of the factors associated 
with this increase. Excellent summaries of the literature have been recently 
published by Burney (1) and the Bureau of Cancer Control, New York State 
Department of Health (2). 

Research has been directed toward four general aspects of the etiology of 
lung cancer: epidemiological and statistical, pathological, chemical, and experi- 
mental. Epidemiological and statistical studies have shown a definite association 
between cigarette smoking and lung cancer. This finding has been supported 
by data from the other types of studies. With respect to the first of these methods 
of investigation, Cutler (3) has summarized the findings of 14 retrospective 
studies of smoking habits in relationship to lung cancer. Three prospective 
studies have been reported, Doll and Hill (4), Hammond and Horn (5) and 
Dorn (6). A Canadian study which began in 1955 is the subject of this pre- 
liminary report. 

In 1954, Phillips (7) called attention to the rapid rise in the lung cancer 
death rate in Canada from 1931 to 1952. He pointed out that the age 
standardized death rate due to lung cancer (primary and secondary) increased 
from 2.4 to 10.7 per 100,000 population. For males the standardized death rate 
had increased from 3.0 to 17.0 and for females from 1.6 to 3.7. In the same 
period, the proportion of lung cancer deaths to all deaths due to cancer had 
increased from 2.2 to 8.7%. 

The Epidemiology Division suggested that there should be studies in Canada 
of the factors which might have been responsible for this startling increase in 
lung cancer mortality rates. In 1954, there were no studies of this nature in 
progress in this country and the prospective studies in other countries, as far as 
was known, were limited to the association of smoking and lung cancer. The 
Department of National Health and Welfare decided, therefore, to undertake a 

1Presented at the 50th Annual Meeting, Canadian Public Health Association held in 
Halifax, Nova Scotia, May 31 to June 2, 1960. 

“Chief, Epidemiology Division, Department of National Health and Welfare, Ottawa, 
Ontario. 

3Principal Research Officer (Biostatistics), Research and Statistics Division, Department 
of National Health and Welfare, Ottawa, Ontario. 


4Biostatistics Section, Research and Statistics Division, Department of National Health 
and Welfare, Ottawa, Ontario. 
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prospective study in Canada to investigate not only the relationship of smoking 
to lung cancer but also the possible relationship of other factors such as residence 
and occupation. 

The study took the form of a questionnaire survey. The questionnaire con- 
sisted of a single sheet accompanied by a return addressed envelope. The re- 
cipient was asked to complete and return the information requested. The face 
of the form provided for age and an outline of principal occupations engaged in 
during the individual’s working years. A further section was devoted to a sum- 
mary of the residence history reporting the number of years spent in cities, 
suburbs, towns, villages and rural areas, respectively. A general question on 
smoking history also identified the individual as a non-smoker or as a smoker 
at any time during his life. The reported smoking of a total of 100 cigarettes or 
10 cigars or 20 pipefuls of tobacco during the lifetime of the respondent quali- 
fied him as a smoker. For persons reporting a smoking history, the reverse side 
of the form provided space for recording separately and independently details 
regarding the smoking history for cigarettes, cigars and pipe. For each habit, 
information was requested regarding intensity of smoking at the time of the 
survey and the intensity and duration of the smoking habit over the total life- 
time of the individual. The individual was also asked to report whether or not he 
inhaled when he smoked. 

Through the co-operation of the Department of Veterans Affairs and the 
Canadian Pension Commission, the group selected for study were persons on the 
monthly cheque disbursement list of the Canadian Pension Commission, during 
the period September 1955 through July 1956. Persons in hospital as Depart- 
ment of Veterans Affairs patients were not included in the survey. During that 
period, the Pension Commission made available the names of 211,305 persons 
who were receiving monthly cheques—54,409 for World War I pensioners and 
dependents, 109,533 for World War II and Korean War pensioners and de- 
pendents and the balance, 47,363, for recipients of Veterans and Widows 
Allowances. From the list of 211,305 names, 3,908 were excluded to avoid 
duplication and for various other reasons. To the remainder, 207,397 question- 
naires were mailed with return addressed envelopes. In most instances, the 
recipient was a pensioner; some duplicate returns were received. 

Approximately 118,000 forms were returned (57% of the total forms sent 
out). The return on World War I pension recipients was somewhat higher than 
for the survey as a whole with 35,297 questionnaires being returned (a 64% 
return for World War 1). 

The questionnaires returned were examined to remove duplicates and then 
coded and the data transferred to mechanical punch cards. Tabulations pertain- 
ing to the population at risk were then prepared including distributions by age, 
sex, Occupation, residence and smoking habits. 

The next phase of the study was to match deaths as they occurred with the 
completed questionnaires. The Canadian Pension Commission receives copies 
of the death certificates of pensioners. From these, lists were made showing the 
underlying causes of death and other associated diseases recorded by the attend- 
ing physician. This information was then matched with the questionnaires and 
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the International Statistical Classification code number as recorded on the De- 
partment of Veterans Affairs list was entered on the questionnaire. The original 
coding was also reviewed. Confirmation of the physicians’ diagnoses as recorded 
on the death certificates has not been undertaken. 


Preliminary Analysis of Returns 

This report is preliminary. It concerns only 27,685 of the male World War I 
pension recipients who returned the questionnaires. So far only the possible 
association of smoking habits to the death rates for this group have been 
analysed. Further analysis is planned with respect to World War II males, all 
females, and with respect to residence and occupation as well as smoking habits. 

The data which have been prepared are presented in four tables and two 
charts. For this report, the study group is made up of 27,685 persons aged 55 to 
79 years inclusive. Of these, 99.8% reported their smoking history and only 55 
persons failed to record their smoking habits on the questionnaire. Smokers 
totalled 24,776 (89.5%) and non-smokers totalled 2,854 (10.3%). The first 
section of Table I shows the study population by age group and smoking history. 
The smoking history refers to all persons who have ever smoked. 

An interesting difference is observed in the age distribution of cigarette 
smokers and non-smokers in the population responding to the questionnaire. 
Similar differences have been noted in the data published by Stocks and Camp- 
bell (8) and Hammond and Horn (5). There is a relative excess of cigarette 
smokers in the younger age groups and a deficiency of cigarette smokers in the 
older age groups. This population bias is consistent with the possibility that 
deaths associated with cigarette smoking have already reduced the population at 
risk in the older age groups. The changing smoking habits of successive cohorts 
of smokers may also be involved. In any case, it is evident that age specific rates 
must be used as a basis for comparison. 

Table I also shows deaths, death rates, expected deaths and mortality ratios 
by smoking history. The expected deaths were computed by applying the age 
specific death rates of the “never smoked” group to the populations of the other 
smoking history categories. The difference represents the excess of actual deaths 
over deaths which might have occurred had all the respondents been non- 
smokers. The mortality ratio is the actual or observed number of deaths divided 
by the expected number of deaths. The ratio thus shows the proportionate in- 
crease in mortality associated with smoking. 

On this basis the mortality ratio for those who never smoked is 1.00. It will 
be noted that the mortality ratio of those who smoked cigars and/or pipes only 
is also 1.00. For persons who smoked “cigarettes and other” (either cigars or 
pipes, or both), the mortality ratio is higher, 1.21, but only for the 60-64 and 
65-69 age groups has this higher rate been found to be statistically significant. 
For smokers of “cigarettes only”, this ratio is 1.60 and the death rates are 
significantly higher for this category than for the “never smoked” group for all 
ages except for the group 75-79, where the rate is higher but the difference is 
not statistically significant. This ratio means that respondents who smoked 
cigarettes only had a death rate 60% higher than that for non-smokers. 
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Figures | and 2 have been prepared from Table I. In Figure 1, the expected 
deaths based on non-smoker mortality are shown in relation to the observed 
number of deaths for various smoking categories; the excess deaths for those 
who smoked cigarettes only and those who smoked cigarettes and other forms 
of tobacco is apparent. Figure 2 shows the excess deaths in each five-year age 
group for cigarette smokers as compared to non-smokers. 


MORTALITY OF SMOKERS MORTALITY OF CIGARETTE SMOKERS 
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FiGuReE 1. FiGuRE 2 


Table II throws some light on whether persons who stop smoking have lower 
death rates than those who continue to smoke. The mortality for persons who 
had never smoked is again used as the basis for comparison. It is significant to 
observe that the ratio for “cigarette smokers only”, who were smoking at the 
time of the survey, is 1.63 but for those smokers of cigarettes only who had 
given up the habit at the time of the survey, the ratio is 1.34. The ratio for all 
smokers at the time of the survey is 1.32 and for smokers of all types who had 
stopped smoking at the time of the survey, the ratio is 1.22. Thus it appears 
that discontinuance of the habit modifies the effect of smoking on mortality. 

Table III presents the mortality for all causes of death as related to the type 
and intensity or the amount of smoking. The intensity of smoking for the 
individual was determined by the highest intensity recorded in the smoking 
history. The categories for cigarette smoking, cigar smoking and pipe smoking 
contain duplication. For example, the category of persons smoking no cigarettes 
includes some individuals who did smoke cigars and/or pipes as well as non- 
smokers. Similarly, with respect to the mortality ratio of 1.35 for non-cigar 
smokers and 1.39 for non-pip: smokers, these categories include ell other types 
of smokers as well as non-smokers. For cigarette smokers, it is noted that the 
mortality ratio rises from 1.17 for those who smoked under 10 cigarettes a day 
to 1.47 for those who smoked 10-20 cigarettes a day, and finally to 1.62 for 
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TABLE II—MortTALity (ALL CAUSES) FOR CURRENT SMOKERS AND EXSMOKERS 
(MALE WoRLD WAR I PENSION RECIPIENTS—DEATHS REPORTED TO DECEMBER 31, 1959) 


Death 


Rates | Expected? Excess | Mortality 

Pop. 55 per | Deaths | Deaths Ratio 

Current Smoking Status | 79 Years; Deaths | 1,000 Pop. | E O-E O/E 

Never Smoked 2,854 311 108.97 311 0 1.00 
Stopped Smoking Prior | 

to Questionnaire 

Cigarettes only 1,485 180 121.21 134 46 | 1.34 

Cigarettes and other 3,036 310 102.11 | 269 41 1.15 

Cigars and/or pipe 440 71 161.36 | 56 15 1.27 


Total stopped smoking 
prior to questionnaire 4,961 561 113.08 460 101 1.22 


Smoked at Time of 
Questionnaire 





Cigarettes only 10,010 | 1,427 875 552 1.63 
Cigarettes and other 5,642 556 510 46 | 1.09 
Cigars and/or pipe 4,007 483 49] -§ 0.98 
Total smoked at time of 
questionnaire 19,659 2 466 125.44 | 1,875 591 1.32 
Total ( All Questionnaires)! 27,685 3,377 121.98 2.653 724 1. a 


‘There were 211 records with smoking status unspecified or not clear as to time and type; 
in this group there were 39 deaths. These are included in the total (all questionnaires) but 
not in the smoking categories. 

“Expected deaths computed by applying the age specific death rates of ‘‘never smoked” 
group (Table I) to other smoking categories. 


TABLE I11—Mortatity (ALL CAUSES) IN RELATION TO INTENSITY (AMOUNT) OF SMOKING 
(MALE WorLD WAR I PENSION RECIPIENTS—DEATHS REPORTED TO DECEMBER 31, 1959 


Intensity! Population Deaths Death Rate Expected? Excess Mortality 
(Amount of Smoking) 55-79 Yrs. Observed per Deaths Deaths Ratio 
O 1,000 Pop. E O-E O/E 

Cigarette Smoking 

None 5,822 710 121.95 710 0 1.00 
Less than 10/day 6,912 826 119.50 703 123 t.ig 
10-20/day 10,322 1,272 123 .23 864 408 1.47 
More than 20/day 3,272 $11 125.61 254 157 1.62 
Cigar Smoking 

None 15,248 2.045 134.12 L515 530 1.35 
Less than 3/day S311 865 104.88 775 90 1.12 
3-10/day 1,072 109 101 68 100 9 1.09 
More than 10/day 94 15 159.57 9 6 1.67 
Pipe Smoking 

None 12,962 1,670 128.84 1,201 169 1.39 
Less than 10/day 9 488 L117 117.73 963 154 1.16 
10-20 /day 2,599 27 105.48 261 13 1.05 
More than 20/day 151 iS 106.43 50 2 0.96 
lotal for each 

smoking category? 27,085 Sori 121.98 


‘Amount in number cigarettes per day, number cigars per day and number pipefulls per day. 

*Figures in each smoking category do not add to the “total for each smoking category” 
because the total includes those with smoking history unspecified, intensity of smoking un- 
specified, and no record; these are excluded from the smoking intensity sub-categories 

‘Expected deaths computed by applying the age specific death rates of the ‘‘Never Smoked” 
group (Table |) to the other smoking intensity sub-categories. 
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TABLE IV—MonrtTALity (PRIMARY CAUSES—LUNG CANCER AND ARTERIOSCLEROTIC 
HEART DISEASE) IN RELATION TO SMOKING HISTORY 
(MALE WorLD Wak | PENSIONERS—DEATHS REPORTED TO DECEMBER 31, 1959) 


A—Deaths Due to Cancer of the Lung (1.S.C. Nos. 162 and 163) 


Age Group 


55-59 60-64 65-69 70-74 75-79 Total 


NEVER SMOKED l — l 
Smokers (Ever Smoked ) 

Cigars and/or Pipe only 1 2 I | 3 8 
Cigarettes and Other 16 3 $1 12 12 115 
Cigarettes only 11 29 30 19 8 97 
All Smokers! 28 65 73 32 23 221 


Lung Cancer Death Rates per 1,000 population? 


NEVER SMOKED ~ - 1.34 - 0.35 


- 35 
Smokers (Ever Smoked ) 

Cigar and/or Pipe only 3.97 2.91 1.27 1.44 5.45 2.69 
Cigarettes and Other 5.55 6.99 12.80 6.80 15.71 8.53 
Cigarettes only 6.03 9 85 14.83 18.16 20.15 11.78 
All Smokers! 5.64 7.63 12.07 9.10 13.33 8.92 


B—Deaths Due to Arteriosclerotic Heart Disease including Coronary Disease 
(1.S.C. No. 420) 


NEVER SMOKED 7 26 31 24 29 117 
Smokers (Ever Smoked ) 

Cigars and/or Pipe only 13 25 37 $2 dl 168 
Cigarettes and Other S4 172 143 139 61 599 
Cigarettes only 59 142 116 82 17 146 
All Smokers! 156 340 300 264 160 1,220 

Arteriosclerotic Heart Disease Death Rates per 1,000 population? 

NEVER SMOKED 16.95 30.038 41.67 43.80 102.47 $100 
Smokers (Ever Smoked ) 

Cigars and/or Pipe only 51.59 36.39 16.84 60.61 92.73 56.53 
Cigarettes and Other 29.15 35.34 14. 66 78.80 79.84 44.44 
Cigarettes only 32.36 18.25 | 57.34 78.39 | 118.39 54.18 
All Smokers! 31.48 39.89 19 62 75.04 92.70 49 24 


‘All smokers includes smoking history unspecified but excludes ‘‘no record”. 
*Population as given in Table I. 


those who smoked over 20 cigarettes a day. No attempt has been made to 
interpret the mortality ratios for cigar smokers and pipe smokers as the data 
are few and frequently involve persons of mixed smoking habits. However, a 
more comprehensive analysis to show the effect of intensity and duration of 
smoking is contemplated. 

Tables I to III have presented our data related to deaths from all causes. 
Further analysis has been made of deaths attributed to the specific causes, 
arteriosclerotic heart disease including coronary disease (1.$.C. No. 420) and 
lung cancer; these were all deaths of pensioners. 

Table IV presents the number of deaths due to lung cancer and arterio- 
sclerotic heart disease and the death rates per 1,000 population. As the numbers 
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are small mortality ratios have not been computed. In Part A, it is seen that of 
the deaths attributed to lung cancer, 221 had a history of smoking and one had 
never smoked. For “cigarette smokers only” the death rate was 11.8 whereas 
for the category “cigarettes and other”, the death rate was 8.5. However, for 
those who gave a history of smoking cigars and/or pipes to the exclusion of 
cigarettes, the lung cancer death rate was only 2.7 per 1,000 of the study 
population. 

In Part B, it is seen that there were 1,337 deaths in the study population 
where a smoking history was available and where the underlying cause of death 
was stated on the death certificate to be due to arteriosclerotic heart disease. 
For 1,220 of these deaths, there was a history of smoking and for 117, there 
was a history of no smoking. The death rate for those giving a history of no 
smoking was 41.0. For those in the “cigarette and other” category, the rate was 
44.4 and for “cigarette smokers only”, the rate was 54.2 per 1,000. The rate 
for cigar and/or pipe smokers only is 56.5, however, the numbers involved are 
small. For all smokers, the rate was 49.2. In each age group, the death rate for 
“cigarettes only” smokers exceeds that for non-smokers. 


Summary 


In this review of the preliminary statistics, the consistent relationship between 
cigarette smoking and excess total mortality stands out clearly. The data indicate 
that mortality increases with the intensity of cigarette smoking reported; discon- 
tinuing cigarette smoking apparently reduces the death rate. For cigar and pipe 
smoking, there is little overall evidence of any excessive mortality as compared 


to non-smokers. An association has also been found between cigarette smoking 
and elevated death rates for arteriosclerotic heart disease and lung cancer. In 
general, our findings with regard to the relationship between mortality and 
smoking habits, particularly cigarette smoking, are consistent with the other 
prospective studies. 


A further report is planned based on more comprehensive and intensive 
analysis of all available and relevant data. 
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Toxoplasmosis Diagnosis by Serological 
and Cultural Methods’ 


N. A. FISH,? D.V.M., D.V.P.H. 


OXOPLASMA gondii has been recognized since 1908, when it was first 

demonstrated in a North African rodent, Ctenodactylus gondii (1). Since 
that time the organism has been isolated from various domestic and wild species 
and has been shown to be world-wide in distribution. The early interest in this 
organism indicated it to be a zoological parasite of the lower animals. It was not 
until 1939 (2) that indisputable evidence of the occurrence of toxoplasmosis in 
man was presented. 

Toxoplasma may be described as primarily an intracellular parasite that 
attacks most organs, and has an affinity for elements of the reticuloendothelial 
and central nervous systems. It may also be found free in various tissues. 

The life cycle of the parasite in the body of the host follows a specific pattern. 
When the host cell is invaded, the parasite multiplies, producing large numbers of 
daughter organisms, these may distend, break out from and thus result in the 
destruction of the original tissue cell. Following multiplication, the parasites 
frequently remain quiescent enclosed in a limiting membrane provided by the 
host cell. The resulting structure is called a pseudocyst. “Terminal colony” has 
also been used to designate the intracellular formations (3). It is the pseudocyst 
that represents the infectious stage in transmission to new hosts. 


Toxoplasmosis in Animals 


The species of animals to be considered in this report are mink and sheep. 
The Toxoplasma infected mink were derived from a ranch where numerous 
litters of kits had been born dead or died shortly after birth. About one half of 
the mink females produced litters of dead kits. In some instances one or two 
kits from a litter would live but these proved to be unthrifty and stunted with 
poor development of the hair coat. The females giving birth to affected litters 
did not show any signs of illness although the disease in the kits appeared to have 
been congenital in origin. 

The clinical history associated with the outbreak of toxoplasmosis in the sheep 
flock resembled that of the mink. The symptoms consisted of abortions without 
any other apparent change in the ewes. Examination of the aborted lambs 
suggested that fetal death occurred just prior to abortion, as there was no 
evidence of decomposition. 

1Presented at the annual Christmas meeting of the Laboratory Section, Canadian Public 


Health Association, held in Ottawa, Ont., Dec. 1-2, 1960. 
“Department of Pathology and Bacteriology, Ontario Veterinary College, Guelph, Ont. 
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Materials and Methods 
Serological Examination 


Blood samples were collected from ten ewes in the flock; eight had aborted 
and two had not. Thirteen blood samples were collected at the mink ranch. 
Eight samples from mink that had lost their kits, and five samples were obtained 
from females with normal litters. The blood samples were subjected to the 
Sabin-Feldman dye test (4). The procedure employed was a modification of 
that recommended by Frenkel and Jacobs (5). The RH strain of T. gondii, a 
highly virulent strain for mice, was obtained from the National Institute of 
Health at Washington and used as the antigen throughout these investigations. 
Practically all mice inoculated intraperitoneally with this strain die in four or 
five days. To serve as a reservoir for propagating the organism, a colony of 
white rats inoculated with Toxoplasma gondii are maintained to be sacrificed 
when the proliferative forms of the organism are required. Toxoplasma gondii 
is maintained routinely in laboratory mice by intraperitoneal inoculation. In 
order to sustain the organisms in mice, 0.5 mls. of peritoneal exudate from 
previously infected mice containing 28-40 extracellular organisms per micro- 
scopic field is suspended in 5 mls. of buffered saline with a pH of 7.2. Quantities 
of 0.25 to 0.35 mls. of this material are inoculated intraperitoneally into normal 
mice for antigen preparation. Mice thus injected produce a copious exudate 
consisting of numerous parasites and inflammatory cells. The parasites occur 
intracellular and extracellular numbering up to three times 10~* per milliliter. 

All animal sera prior to testing is inactivated at 56°C for 60 minutes. No 
preservative should be included in the serum to be tested. Suitable dilutions of 
a positive serum of a known constant titre, are similarly prepared for a positive 
control. Toxoplasma-immune sera retain their titre for a long period if stored 
at —17° to —20°C. Gronroos (6) reports a serum that retained a dye test titre 
of 1/256 for over 2 years. Table I illustrates the dye test titres of the sheep and 
mink samples that were examined. 


TABLE I—ToxopLasMOsIs DYE TEST RESULTS 


Species Control Samples Dilution Titres 
Negative SS 
1/16 1/64 1/256 1/1024 | 1/4096 = 1/16,384 1/32,768 


Sheep ‘ 2 


Mink 


Cultural Examination 


The recovery of the Toxoplasma organisms from the sheep specimens was 
accomplished by removing part of a cotyledon and processing the tissue in a 
grinder suspended in saline. Quantities of 0.25 to 0.5 mls. were injected intra- 
peritoneally into a group of ten Swiss mice weighing approximately 20 grams. 
Second and third passages were conducted at ten day intervals utilizing peritoneal 
exudate. Appreciable numbers of this strain of Toxoplasma first appeared in the 
peritoneal exudate of the third passage of mice 4 days after they had been 
inoculated. 
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The recovery of the organisms from mink was accomplished by sacrificing 
2 half grown kits that had survived from a litter containing 4 other dead kits. 
Blood samples, collected from the two mink prior to death, showed a dye test 
titre of 1/16,384. After the animals were killed, a portion of the cerebrum was 
processed in a tissue grinder as outlined above and a part was fixed in formalin 
for tissue sections. Again quantities of 0.25 to 0.5 mls. of the cerebrum and 
saline mixture were injected into mice. The mice began to show signs of illness, 
dehydration, ruffled hair coat, and huddling together about the fourth day. By 
the sixth day respirations were increased in frequency and depth. A peritoneal 
tap was performed on the seventh day and the fluid was examined for parasites. 
An average of 2-3 parasites per high power field were observed. By the ninth 
day after inoculation the mice began to die. The mink strain of the organism 
appeared to be more virulent for mice than the ovine strain resembling more 
closely, in this respect, the RH strain. A second group of mice inoculated with 
the peritoneal exudate from the first died in 7 to 9 days. Histopathological 
sections prepared from the cerebrum of each of the two mink revealed toxo- 
plasma pseudocysts. 


Fic. 1. Pseudocyst in brain Fic. 2. Peritoneal exudate Fic. 3. Peritoneal exudate 
tissue of mink naturally in- of mice with intracellular of mice with extracellular 
fected with T. gondii. forms of mink strain of T. forms of mink strain of T. 

gondii. gondii. 


Discussion 

Toxoplasmosis can now be recognized as a cause of prenatal death that 
affects both sheep and mink in Ontario. The dye test is a valuable means of 
recognizing infection in these species. The findings would suggest that the sera 
which show titres of 1/256 or higher would indicate the presence of viable 
Toxoplasma organisms in the body of the donor animal. The fact that T. gondii 
was isolated from the sheep and the mink would substantiate this claim. Pridham 
and Belcher (7) reported outbreaks of toxoplasmosis in adult mink which 
simulated distemper. Their diagnosis was based chiefly on mouse inoculation 
although a few sera were submitted to Dr. Feldman for dye test examination. At 
that time the dye test had not been introduced in this laboratory. The finding (8) 
of an antibody level in the Sabin-Feldman dye test of 1:16 or above in 25% of 
human sera examined in a survey of toxoplasmosis would indicate that humans 
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in Ontario are exposed to Toxoplasma gondii. The recovery of this organism from 
mink and sheep may prove these species to be a source of infection for humans. 
The significance of other animal species as possible vectors and reservoirs of 
human Toxoplasma infection has not been determined as yet, in Ontario. 


Summary 


Antibodies for Toxoplasma gondii were demonstrated by the Sabin-Feldman 
dye test in sheep and mink sera collected from animals suspected of toxoplas- 
mosis. Toxoplasma gondii organisms were recovered by animal inoculation from 
the brain tissue of suspected mink and placental membranes of aborted sheep. 
The recovery of the organisms from serologically positive animals substantiates 
the reliability of the dye test as a diagnostic aid. 


REFERENCES 
. Nicolle, C., and Manceaux, L.: Compt. rend. Acad. Sci., 1908, 147: 763. 
Wolf, A., Cowen, D., and Paige, B. H.: Am. J. Path., 1939, 15: 657. 
. Cross, J. B.: J. Inf. Dis., 1947, 80: 278. 
Sabin, A. B., and Feldman, H. A.: Sci., 1948, /08: 660. 
. Frenkel, J. K., and Jacobs, L.: A.M.A. Arch. of Ophthal., 1958, 59: 260. 
. Gronroos, P.: Ann. Med. Exper. et Biol. Fenn., Supp. No. 11, 1 
. Pridham, T. J., and Belcher, J.: Can. J. Comp. Med., 1958, 22: 99. 
. Ffrench, G. E., and Fish, N. A.: To be published. 


1 
7 
3 
4. 
5 
6 
7 
8 


1961 NATIONAL MEMBERSHIP 
ENROLMENT 


ONE MEMBERSHIP in your Provincial and National 


Public Health Associations 


Make sure you are in good standing in your 


Provincial Association 





Maternal and Child Health Services, 
Ontario, 1958 
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N the Province of Ontario, local health services are the responsibility of local 

autonomous boards of health. As a result, the maternal and child health 
program carried out under each board of health by the official health agency 
has varied, and each medical officer of health has had the responsibility of setting 
up a program which he felt best meets the needs of the area under his jurisdiction. 

In an attempt to determine the extent of services available and the number of 
people receiving each service, a visit was made during 1959 to each of the 33 
health units, and, as well, to the 14 local health departments employing a full- 
time medical officer of health. During the visit, which occupied on the average 
one half day, a questionnaire was completed. The medical officer of health was 
interviewed in all cases, and in most cases the nursing supervisor added pertinent 
information from her records. The data collected related to service given during 
the calendar year 1958. 

Service statistics were obtained in all cases from the medical officer of health 
and his staff at the time of the visit. Vital statistics were obtained in the same 
manner and subsequently verified by reference to various sources (1, 2, 3). No 
attempt was made to obtain information relating to the total service given to the 
community by official and non-official health agencies. Facts collected related 
only to the services given to the area by its official health agency. 

Information collected by the questionnaire covered the following: Population 
data; Prenatal program: (a) home visits, (b) prenatal classes; Postnatal and 
infant program: (a) hospital visits to the mother, (b) home visits made to the 
mother and infant, (c) child health conferences and clinics; School health pro- 
gram: (a) medical and nursing service given in elementary schools, (b) medical 
and nursing service given in secondary schools. 


Findings 
POPULATION DATA 


The 47 official health agencies visited served 4,279,000 people or 76% of 
the estimated 1958 Ontario population. The population served by these health 
departments varied from 16,000 to 658,000. Three of these agencies reported 
a population of less than 25,000 and 10 served a population in excess of 100,000. 
This latter group included 2 health units and 8 municipal health departments. 


1Director, Public Health Administration, Ontario Department of Health, Parliament 
Buildings, Toronto, Ont. 

“Statistician, Maternal and Child Health Branch, Ontario Department of Health, 
Parliament Buildings, Toronto, Ont. 
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The crude birth rate for the population served by these agencies varied from 


18.5 to 34.2 live births per 1,000 population, the overall crude birth rate being 
26.0. 


PRENATAL PROGRAM 
Home visits 
Prenatal home visits made by the public health nurse are considered a basic 
part of a local program. In 46 of the 47 agencies such visits were made. The 
responsibility for these visits was carried by a visiting nursing agency in the 
remaining one. Thirty-six of the 46 agencies reported that home visits were made 
by voluntary nursing agencies in addition to those made by the health department. 
In the majority of the local health departments, only a small percentage of the 
pregnant population was seen through home visits (Table 1). 


TABLE I—PopPULATION SERVED BY PRENATAL HOME VISITS 
MADE BY OFFICIAL HEALTH AGENCIES 


Proportion of Area Number Per Cent 
Live Births Visited of Agencies of all Agencies 
0.0- 4.9% 7 14.96; 
5.0—- 9.9 18 38.3 
10.0-14.9 10 Zi 3 
15.0-19.9 5 10.6 
20.0-24.9 3 6.4 
25 .0-29.9 ] z.1 
30.0°¢ and over 3 6.4 
Total 17 100.0 


The method of assessing the coverage given by prenatal visiting was to relate 
the number of new home visits made by the public health nurse to the number of 
live births for each agency’s area. This procedure yielded an estimate of the 
percentage of live births visited prenatally during the year studied. While there 
is an obvious source of error in using this method which would probably yield a 
minimum rather than a maximum estimate for a given period of time, the same 
bias can be assumed to exist for all groups studied and thus would not invalidate 
the material for the purpose of comparison. The proportion of live births visited 
prenatally (all agencies) was thus estimated at 13%. 

Repeat visits were made in only a small proportion of the cases contacted, the 
overall ratio of total to new visits being 1.7. 


Prenatal classes 


During the past few years, considerable interest has been shown in the 
establishment of prenatal classes. They were offered by 30 of the 47 agencies 
studied. The Victorian Order of Nurses alone offered classes in 3 others and 14 
agencies offered no classes. Of the 30 offering classes, only 17 did so without help 
from other groups. In the remaining 13, the Victorian Order of Nurses, local 
hospital, or other groups assisted the health unit or local health department staff. 

Local medical society approval of the course outline was indicated in 14 of 
the 30 agencies. 
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Half of the 30 agencies offered courses for fathers, and 22 included a visit 
to the hospital obstetrical unit as part of the course. In studying the amount of 
time spent on physical exercises, it was noted that approximately 89% of the 
agencies spent less than 50% of the total class time in these activities. 

Although a public health nurse in all cases was responsible for the operation 
of the classes, in half of the agencies offering classes other professional personnel 
took part in the teaching program. In 8 instances it was a physician, in 8 a 
hospital nurse, in 6 a nutritionist or dietitian, in 2 a dentist, and 2 cases received 
assistance from a physiotherapist and a librarian. 

To assess the utilization of prenatal classes, recourse had again to be made to 
approximation. The number of registrations for classes was related to the number 
of live births occurring in each area, yielding an estimate of the proportion of 
mothers attending prenatal classes during the year studied. These data can be 
seen in Table II. For all agencies which held classes, the total proportion of 
mothers utilizing the service was estimated at less than 5%, varying from less 
than 1% to almost 13%. 

The number of classes constituting a series varied from 5 to 10, the majority 
consisting of 8 to 10 sessions. 


TABLE II—PopvuLaTION SERVED BY PRENATAL CLASSES 
CONDUCTED BY OFFICIAL HEALTH AGENCIES 


Proportion of Number of Agencies Per Cent 
Mothers attending Conducting Classes of Agencies 
0.0-2.9% 7 23.3% 
3.0-5.9 13 13.3 
6.0-8.9 5 16.7 
9.0-11.9 4 13.3 
12.0°;) or more 1 3.0 


Total 30 99 9 


POSTNATAL AND INFANT PROGRAM 


There is general agreement that one of the most important aspects of this 
portion of the maternal and child health program is the birth registration visit. 
To give the maximum service to the new mother and her infant, this visit must be 
made as soon as possible after her return home from hospital. One of the diffi- 
culties encountered in Ontario is that the notification of birth is recorded 
centrally, no report being received by the local medical officer of health. Thus, 
sources other than the forms completed under the Vital Statistics Act must be 
used for birth information to be obtained by the public health nurse. 


Hospital visits to the mother 


One method of obtaining information about births is routine visits to the local 
hospitals. Here, the public health nurse has the opportunity of meeting the new 
mother and obtaining information regarding her needs from the hospital staff, the 
attending physician, and the mother herself. 

Twenty-seven of the 46 agencies which carried out an infant program made 
visits to mothers in the hospital. Other methods of obtaining birth information 
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included visits to the local registrar (30 agencies). In 13 agencies, information 
regarding births was obtained from the hospital although the public health 
nurse did not visit mothers in the hospital. 

One problem encountered was that in some instances many of the births took 
place in hospitals outside the area served by the health unit or local health 
department. While 28 agencies stated that over 75% of resident births occurred 
within the area, 6 stated that less than 25% occurred in the area under their 
jurisdiction. 





Home visits made to the mother and infant 


Inquiries were made relating to the percentage of the infants who received 
birth registration visits by the time they were two weeks, one month, and one 
year of age. Nursing records were available to confirm the latter two estimates, 
but no records were kept regarding the proportion of birth registration visits 
made before the baby reached two weeks of age. This information is shown in 
Table III. 


TABLE III—TIME OF BIRTH REGISTRATION VISIT BY NUMBER OF AGENCIES 


Time of Birth Registration Visit according 
Proportion to Age of Infant All Birth 
Live Births - Registration Visits 
Visited Under 2 weeks of age Under 4 weeks of age 
Agencies Per Cent Agencies Per Cent Agencies Per Cent 


Less than 5% 9 19.6% 
5-9 7 15.2 
10-24 12 26.1 


Total 

less than 25% 28 60.9 0 0.0% 
25-49 10 
50-74 7 
75% and over l 


0.0% 
10.9 
15.2 
73.9 


7 12 26.1 
43.5 
14 30.4 


m ho 
wore 
tu ho 

to 


 ~10r 


w 


Total 16 100.( 


_ 


100.0 16 100.0 


Only 7 of the 46 agencies had a fixed policy that all infants should receive 
repeat visits during the first year of life. In the remaining 39, repeat visits were 
made following the initial birth registration visit only where the public health 
nurse felt a problem existed or when a specific request was received from the 
mother. 





Child health conferences and clinics 

Another program considered basic in the maternal and child health field is 
the child health conference or clinic. The latter term denotes the attendance of 
a physician, the former, counselling by a public health nurse. 

Because of the large volume of immunization performed, particularly since 
the introduction of Salk vaccine, most of the child health centers have combined 
the immunization service with counselling and physical examination. Of the 47 
health units and local health departments visited, 45 held child health centers. 
Of these, 36 offered immunization at the center with 9 offering no immunization 
at the conference. 
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The main interest at the time of the survey was to determine service given 
other than immunization, since this latter part of the program is fairly well 
standardized. Because of the combined function of most of the centers, it was 
extremely difficult to assess other services. An attempt was made to determine 
how many infants born in the area were brought to the center for counselling 
and/or medical examination by the time they were one year of age. From data 
supplied on the questionnaire it was possible to estimate the number of children 
under one year of age who attended the center for services of any kind. Relating 
this figure to the number of live births in the area showed the percentage of 
infants who attended the center in their first year of life. Additional data on the 
questionnaire referring to extent of counselling done by the agency was then used 
to estimate what proportion of these infants was actually seen by a public health 
nurse for this purpose. These results are shown in Table IV. 


TABLE IV—PoprpvuLaTION UNDER 1 YEAR OF AGE SERVED BY 
Cui_p HEALTH CENTERS 


A. Infants Attending Center 


Proportion of Infants Number of Agencies Per Cent 

Attending Center with Program of Agencies 

less than 25% 14 32.6% 
25-49.9 13 30.2 
50-74.9 8 18.6 
75% and over 8 18.6 
Total $3 100.0 


B. Infants Attending Center and Receiving Counselling 
Proportion of 


Infants Attending Number of Agencies Per Cent 
who were Counselled with Program of Agencies 
less than 25% 20 16.5°; 
25-49.9 10 23.2 
50-74.9 7 16.3 
75% and over 6 14.0 
Total 43 100.0 


For the agencies in which immunization was offered, the average attendance 
per clinic was 33, whereas at the conferences, the average attendance was 9 
children. The ratio of total to initial visits showed that the average number of 
visits per child per year was 3.2 for the child health conferences and 4.2 for the 
child health clinics. 

All centers had in attendance one or more public health nurses employed by 
the health department. Five agencies employed the services of the Victorian 
Order of Nurses as well, and 19 had a registered nurse in attendance in addition 
to the public health nursing staff. In the majority of cases in which the registered 
nurse attended, she was there as a member of the immunization team. 

With regard to medical staff, the medical officer of health or a full-time 
medical member of the agency staff was present in 38 instances. In 36 instances 
the medical staff was present mainly for the immunization program. In 25 
agencies, services were given by general practitioners, and 6 agencies employed 


the services of a paediatrician. A dental officer was present at centers conducted 
by 5 agencies. 
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It was interesting to note that many agencies had altered the policy of having 
volunteers at all child health centers. In 6 agencies there were no volunteers 
present at any clinic or conference and in 14 cases they were present at only 
some of the clinics. There were, however, 26 agencies in which all babies were 
weighed by volunteers. There appeared to be an increasing use of agency clerical 
staff at the centers to assist with recording. 

Many agencies adopted the policy that all mothers be counselled by the public 
health nurse even though their prime reason for attending was to receive immuni- 
zation. This was the case in 22 of the 36 agencies offering immunization. 

In some agencies, the public health nurse, while not counselling all mothers, 
saw all members of certain groups, e.g. infants, first visits, problem families, etc. 
Of the 16 agencies not counselling all mothers, 3 counselled less than 25% and 
7 counselled less than 50%. 

In many areas it appeared that the relationship between the local health 
department and the family physician regarding the activities of the child health 
center could be strengthened. For example, in only 15 agencies was the medical 
officer of health of the opinion that the family physician possessed adequate 
knowledge of the counselling given to the mothers in a field such as nutrition. 
Conversely, in only 8 agencies did the public health nurse know the routines 
followed by each private physician in her area regarding food additions. 

It was interesting to note the number of health departments cognizant of the 
need to change teaching programs to keep up with current problems. For 
example, 10 agencies stated that part of their routine in conferencing included a 
discussion of accident prevention. 


SCHOOL HEALTH PROGRAM 


In the Province of Ontario at the present time, the responsibility for carrying 
out a school health program rests with the official health agency, with the excep- 
tion that those boards of education which established an acceptable school health 
program prior to July, 1924, were allowed to continue with their program if they 
so desired. 

Of the 47 health agencies visited, only 2 had a school health program under 
the responsibility of the local board of education. In one of these the board of 
education was responsible for the total elementary and secondary school program 
and in the other the health department and the board of education shared 
responsibilities. 

Much discussion has occurred in the past few years regarding school health 
services and much consideration has been given to the reduction of time by the 
discontinuance of services not considered necessary in the light of current 
problems. Despite this, the school health service remains the largest single 
program carried by official health agencies in this province, if the amount of 
public health nursing time be taken as the indicator. 


Elementary School Program 
The elementary school population served by the 46 agencies which had a 
program was over 722,000. 
Medical services: Physical examination of elementary school children has 
always been considered an integral part of a school health service. In the past 
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decade there has been increasing emphasis on the family physician’s role in this 
program. For example, in 18 of the 46 agencies, all parents were advised to have 
their child examined by their family physician before the beginning of the school 
term. In all but three of these instances, the physician was asked to complete a 
questionnaire which was returned to the health department. In most instances a 
high percentage of children was so examined, but several agencies reported that 
the number examined fell below 50% of the group referred. 

In 16 agencies, families were encouraged to have an examination done by the 
family physician, but the health agency offered a physical examination if the 
family physician’s report was not received. It was of interest to note the per- 
centage of examinations performed by health agency personnel in cases where the 
family physician’s examination was asked for but not completed. Of the 16 
agencies in which examinations were done in this way, it was found that in nine 
instances less than 25% of pupils had examinations performed by health unit 
personnel, and in only 4 cases was the percentage of pupils examined in excess 
of half of the total group. 

In 12 agencies all physical examinations carried out in connection with their 
school health program were done by medical officers of health or physicians 
employed by the local health agency. 

While in the majority of cases the physical examination was done around the 
time when the child began school, in four instances examinations were performed 
on all children entering the school for the first time irrespective of grade. 

Indications for repeat physical examination varied widely. In 7 agencies no 
routine was being carried out for repeat examinations by either the health de- 
partment or family physician. The repeat examination by the school medical 
officer of all school children as they reached specific grades had been dropped in 
all but 7 agencies. In these, this procedure was carried out with the majority 
offering the repeat examination at the grade 7 or 8 level. In 32 agencies, repeat 
physical examinations were performed on referral from the public health nurse, 
irrespective of the child’s school grade. 

Nursing Service: In this regard, it was interesting to note that of the 46 
agencies in which public health nurses gave school health service in the elemen- 
tary schools, in only 11 cases was the rapid classroom inspection routine carried 
out. 

Vision testing was a basic part of the elementary school program. It was noted 
that the public health nurse was responsible for vision testing in 35 areas. A 
registered nurse was responsible in 2 cases; a registered nurse shared the respon- 
sibility with a public health nurse in four instances; in three instances a trained 
technician was responsible (in one the technician was employed by the board of 
education) and in one case each, the following were responsible: teacher, public 
health nurse with a certified nursing assistant. 

In all but two instances the Snellen card was used. In these two cases, an 
Orthorater replaced the Snellen card. 

In 29 agencies, vision screening tests were performed on beginners and 
repeated for all pupils at grades 4, and 7 or 8. In the other areas screening was 
carried out on all beginners with repeats at varying intervals. Most agencies 
screened children annually if there was an indication for such a repeat test. In 
one case all pupils were screened annually by the teacher. 
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Interest has been shown in the use of audiometry to replace or reinforce the 
time-honoured “watch-tick” or “conversational voice” tests. In the 46 agencies in 
which hearing testing was carried out, 20 used audiometry. Of these, five agencies 
tested all students at specific grades, in 8 cases only referrals were checked, and 
in 6 cases all students in specific grades plus all referrals were so examined. 


Secondary school health program 


Of the 47 health units and local health departments visited, 38 conducted a 
secondary school health service. The population served by these agencies was in 
excess of 151,000 pupils. Twenty-four agencies gave medical service by a health 
department physician, as well as nursing service, and 14 agencies gave nursing 
service alone. 

Medical Service: In 10 agencies, the health department physician carried out 
routine physical examinations on all pupils in specific grades. In 4 of these, all 
grade 9 pupils were examined; in 4, all grade 10 pupils; in 2, grade 11; in one, 
grade 12; and in 2 all grade 13 pupils were examined. Three agencies examined 
pupils in more than one grade. 

In addition to the above program, 7 of these 10 departments examined all 
students who were engaged in body contact sports, as well as those referred by 
the public health nurse or teacher for a physical examination. The other 3 
agencies also offered physical examinations to those pupils referred by the public 
health nurse, but did not examine all those participating in body contact sports. 

Of the remaining 14 agencies, 5 did physical examinations for body contact 
sports only, 4 examined on a referral basis, and the remaining 5, while not 
examining all pupils at specific grades, did examine all engaged in body contact 
sports and all pupils referred by public health nurse or teacher. 

Nursing Service: In 9 of the 14 instances in which nursing service alone was 
given, this service consisted of counselling only. 

The amount of time spent by the public health nurse in the secondary school 
program in nurse-days per thousand pupils per week is shown in Table V. The 
average for the 38 agencies with a secondary school program was 3 half-days per 
thousand pupils per week if medical service accompanied the nursing service and 
2 half-days per thousand pupils per week in schools with nursing service alone. 

The school health service has always been considered the largest single unit 
in a generalized public health nursing program. The estimated amount of time 


TABLE V—NURSING TIME SPENT IN SECONDARY SCHOOL PROGRAM 
BY TYPE OF SERVICE OFFERED 


Type of Program Offered 


Nurse Time - — - — -- 
in Half Days Medical and Nursing only All Types 
Per 1000 Pupils Nursing 
per Week Agencies Per Cent Agencies Per Cent Agencies Per Cent 

l 3 12.5% t 28.6% 7 18.4% 
2 8 33.3 3 21.4 11 29.0 
3 } 16.7 3 21.4 7 18.4 
4 3 12.5 3 21.4 6 15.8 
5 or more 6 25.0 1 a3 7 18.4 


Total 24 100.0 14 99.9 38 100.0 











a 
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taken by public health nurses for school health services expressed as a percentage 
of total time available is shown in Table VI for the agencies visited. The total 
school health program time included, as well as time spent in the school, travel- 
ling time to and from school, the completing of records referable to the school 
health service, and time spent in immunization clinics for school-aged children. 


TABLE VI—NURSING TIME SPENT IN 
SCHOOL HEALTH PROGRAMS 


Proportion Number Per Cent 
of Total of of 
Nursing Time Agencies Agencies 
Less than 10°; 0 0.0%, 
10-19 l 2.2 
20-29 9 19.6 
30-39 19 3.3 
40°; or more 17 36.9 


Total 46 100.0 


Time spent in home visiting referable to the school-age child was not included in 
these figures. It will be noted that in the 46 agencies offering a school health 
program, in only one case did the proportion of total nursing time spent on this 
service fall below 20%, and in 17 instances over 40% of the total public health 
nursing time available was spent in the school health program. 


Summary 


It has been estimated that approximately two-thirds of the official health 
agency time is spent in the maternal and child health field (4). An attempt has 
been made to present information showing how that time was spent in Ontario 
in 1958 in the 33 health units and the 14 local health departments employing 
full-time medical officers of health. It was apparent that while a high percentage 
of infants and school-aged children were served by the official agency in home 
visits, child health centers, and through the school health program, only a small 
percentage of the pregnant population was reached during the prenatal period. 

The largest single program in the maternal and child health field, as far as 
public health nursing time was concerned, remained the school health program, 
with most of this time being spent in the elementary school. 
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THE PUBLIC HEALTH CONGRESS IN REGINA 
FIFTY-SECOND ANNUAL MEETING 


HE Canadian Public Health Association has served throughout the years as 

our national public health organization. As a voluntary national health agency 
it is concerned with achieving the best of health for the people of Canada. It is 
unique in that its work is directed toward the professional field and its purpose 
is to have more trained public health staff members, to have them better qualified, 
and to develop the most effective public health program. 

The Executive Council, which has representation from all fields of public 
health and from all parts of Canada, is the planning and policy making body of 
the Association. It meets each year at the annual congress of the Association 
and every staff member of each health department is directly affected by the 
findings of the Association’s committees, surveys, and reports adopted by the 
Executive Council. As an independent voluntary agency with provincial branches 
and affiliated associations the Association’s recommendations are based on the 
findings of truly representative groups. Its reports have been received and 
appreciated by governments and local health authorities throughout Canada. The 
Executive Council will be convened this year immediately before the public 
health congress. At this meeting of special interest will be the reports of the 
committees on recruitment of personnel, training of sanitary inspectors, pro- 
fessional education, social security and the newly established Consultant 
Advisory Service in Public Health Administrction. 

Of very special interest is the innovation this year of the Institute on Com- 
munity Education for Health which is planned in conjunction with the Regina 
meeting. It is being held immediately before the meeting in the University of 
Saskatchewan in Saskatoon and reconvening for one day in Regina following the 
meeting. The Journal has published announcements of this most promising 
undertaking and its success is assured. 

The program of the congress is outstanding. Professor J. M. McIntosh, formerly 
director, London School of Hygiene, Dr. Lester B. Breslow of California and 
Dr. George Rosen of Columbia University and Editor of the American Journal 
of Public Health, are among the guest speakers. 

Progressive staff members from all parts of Canada will attend the Regina 
congress. Make your plans now to be at the meeting and take a greater part in 
your Association’s program! 
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Welcome to Regina and to Saskatchewan! 
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Honorary President President 


Welcome to Saskatchewan 
TO OUR FRIENDS AND COLLEAGUES— 


We look forward with keen anticipation to your visit with us in June for the 
52nd annual meeting of the Canadian Public Health Association. We hope that 
this part of the breadbasket of empire will be at its prettiest and that there will 
be no June frost to chill the warmth of our welcome. 


If we may paraphrase the words of Prime Minister Macmillan of the United 
Kingdom, “the winds of change” may be observed not only in the field of politics 
but also in public health. Great challenges are being met and important unsolved 
problems are being pondered. Some of these will engage the attention of all of us 
at the forthcoming conference. We hope that it will be a stimulating, fruitful 
gathering of men and women devoted to a great humanitarian service. 


The 50th anniversary of the Saskatchewan Anti-Tuberculosis League will be 
observed almost concurrently. Pioneer Canadian and Saskatchewan public 
health leaders were associated with the founding of this body, which has made 
such a remarkable contribution to the health and welfare of our people here. 


The program committee has been active for some months and the entertain- 


ment group is leaving nothing undone to make your stay pleasurable. Welcome 
to Saskatchewan! 


Hon. J. Walter Erb, B.A. F. Burns Roth, M.D. 
President 


Honorary President 








Annual Meeting 


June 6-8, 1961 
(Executive Council—June 5) 


DEAR FELLOW HEALTH WORKER— 


The Saskatchewan Branch of the Canadian 
Public Health Association is most pleased to 
invite all of you who can break loose to come 
to Regina for the annual meeting June 6, 7, 
and 8. 

You may be certain we shall do our best 
to stimulate and entertain you in the manner 
you have been, or would like to become, 
accustomed to. Our technical and social pro- 
grams have been designed with that in mind. 
We need your participation to make these 
programs a success. 

Please try to come. You'll be pleased you 
did. 

Hugh E. Robertson, M.D. 
President, Saskatchewan Branch 





HUGH E. ROBERTSON, M.D. 
President, Saskatchewan Branch 


Preliminary Directory of Sessions 
Hotel Saskatchewan, Regina 


MONDAY, JUNE 5 
9:30 a.m.—Meeting of Executive Council, C.P.H.A. Canadian Room 
12:00 noon—Assembly of exhibits, Mezzanine foyer 
2:00 p.m.—Registration, Colonial Room 
2:30 p.m.—Executive Council, C.P.H.A. 
8:00 p.m.—Hospitality Buffet, Host: Sask. Branch, C.P.H.A., Colonial Room 


TUESDAY, JUNE 6 
8:30 a.m.—Registration, Colonial Room foyer 
9:00 a.m.—General Session, Colonial Room 
8:30 a.m.—Registration, Colonial Room foyer 
9:00 a.m.—General Session, Colonial Room 
Panel: “Health, Medicine and Social Change” 


12:30 p.m.—Luncheon, C.P.H.A. 
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Preliminary Directory of Sessions (Continued) 


TUESDAY, JUNE 6 

2:00 p.m.—Section meetings: 

Medical Officers 

Vital and Health Statistics 

Epidemiology 

Industrial Hygiene 

Public Health Nursing 

Health Education 

Nutrition 

Mental Health 

Medical Care Suet Geusl 

Maternal and Child Health a 

Laboratory 

Environmental Sanitation - Joint Session 

Veterinary Medicine 

Dental Health 


8:00 p.m.—Social hour, Host: Medical Care Section, Hotel Saskatchewan 


Joint Session 


Joint Session 


WEDNESDAY, JUNE 7 


8:00 a.m.—Breakfast, School of Hygiene, University of Toronto 


9:00 a.m.—Section meetings: 
Medical Care 
Medical Officers 
Public Health Nursing - Joint Session 
Health Education 
Dental Health 
Laboratory 
Epidemiology 
Environmental Sanitation 
Veterinary Medicine - Joint Session 
Industrial Hygiene 
Vital and Health Statistics Joint Sessi 
Maternal and Child Health asia heireeane 


p.m.—Luncheon, Sask. Branch, C.P.H.A. 


p.m.—General Session—Colonial Room 


Donald Fraser Memorial Lecture 
Panel: “Institute on Community Education for Health” 


Joint Session 


p.m.—Section business meetings 
p.m.—President’s reception 
p.m.—Annual Dinner, C.P.H.A., Host: Province of Saskatchewan 


p.m.—Dance, Colonial Room 


THURSDAY, JUNE 8 


9:00 a.m.—General session, Business meeting, C.P.H.A. 
10:00 a.m.—General session, Contributed papers 
12:30 p.m.—Luncheon, C.P.H.A. 
2:00 p.m.—General session, Colonial Room 
Panel: “Prevention of Chronic Diseases” 


5:15 p.m.—Reception and buffet supper, Host: City of Regina, H.M.C.S. Queen 





Regina - the Queen City 


HE Cree Indians called it Oskana. The white settlers knew it as Pile o’ Bones, 

which meant the same thing. The name of the settlement that was to become 
the capital city of Saskatchewan was suggested by a huge mound of weather- 
bleached buffalo bones. It marked the place where the last wanton slaughter of 
the monarch of the plains had ended an era. 

With the disappearance of the buffalo in 1882, the Indians faced starvation. 
They were saved to survive as malnourished, disease-ridden, and dispirited 
people by the quick provision of bannock and salt pork. 

The Indian had been a sanitary fellow on the whole. When the campsite 
became littered he instructed his squaw to pack up and a new location was 
found. It took him a long time to learn different housekeeping when he was put 
in a fixed abode on an Indian reservation. 

The history of white settlement in Saskatchewan began more than 200 years 
ago with the fur traders and explorers. Cumberland House was founded as a 
trading post before there were white men in what is now Toronto. 

The fur traders, missionaries and settlers brought with them all the ills to 
which the European flesh was heir and the early history of Saskatchewan and its 
settlements is studded with stories about smallpox outbreaks and strange visita- 
tions known as swamp fever or other names which are not now easily identified. 

Saskatoon and Regina in the early days were fever-ridden villages. In 1906, 
out of 100 men engaged in building a railway bridge at Saskatoon, 40 came 
down with typhoid fever. There was illness in nearly every home. A rectory was 
turned into a temporary hospital until a pest house could be thrown up on the 
banks of the South Saskatchewan. Two nuns from St. Boniface, Manitoba, who 
arrived by horse and democrat from North Battleford in search of funds for an 
orphange, were drafted as nurses. One of them, Reverend Sister St. Placid is 
still in charge of a ward at Regina Grey Nuns’ Hospital. 

These were the days when the late Dr. Maurice Seymour, first health officer 
of the North West Territorial Government in these parts, later Saskatchewan’s 
first deputy minister of health, went about the country cautioning people to boil 
water and milk and to protect their food supplies against flies. 

One remembers Robert Service’s “The Cremation of Sam McGee” and the 
remark in it “why he left his home in the south to roam ‘round the Pole God 
only knows”. Why was the flat prairie chosen as the site for Regina, or Pile o’ 
Bones? Regina, the convention city of the Canadian Public Health Association 
this year, began as a tent town. As it was on the route of the North West Mounted 
Police from Fort Qu’Appelle to the Cypress Hills, it became headquarters for 
that famed force. Regina likes to be known as the “Home of the Mounted 
Police”. 

When the North West Territories administration was set up in 1870, Battle- 
ford was the place of choice, but 10 years later it was considered not central 
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enough and the seat of government was moved to Regina. It followed that this 
was also to be the capital when the Province of Saskatchewan came into 
existence in 1905 as a member of the Canadian confederation. 

Regina became the North West Territories capital in 1883 and that year it 
was promoted from village to town status. By that time the Canadian Pacific 
Railway, pressing toward the west coast, had passed Regina. The population 
was 300. In 1903, when the inhabitants totalled 3,000, Regina became a city. 
Long before this its name had been changed to honour Queen Victoria. 

There has always been friendly rivalry between the two principal cities of 
Saskatchewan. Saskatoon vied to be the seat of government and instead became 
an educational center—the home of the University of Saskatchewan. 

Both cities, however, existed primarily as wholesale distribution centers for 
many years. Regina had the additional advantage of being home to the pro- 
vincial offices of a variety of financial, mercantile and voluntary associations, as 
well as the Government. 

At the time war followed the great depression of the 1930’s, Regina had 
grown to about 53,000 inhabitants and Saskatoon to 46,000. Eyebrows were 
raised when a professor of engineering suggested, in the depth of depression and 
drought, that both cities could and should pass the 100,000 mark in a few 
years. This was at a time when one half of the population of Saskatchewan was 
on public assistance, when dust-bowl farms were being deserted, and there 
appeared to be no future. 

With the return of markets for the province’s chief product—grain—and the 
resumption of normal rainfall on the arid plains, prosperity returned. The 
population bounded up, industry hummed, and tremendous housing programs 
proved inadequate for all needs. Regina had passed 100,000 population. 

In 1955, the retail trade in Regina was valued at $120,000,000 yearly. There 
were 190 wholesale houses, employing 2,300 persons, and 7,000 retail outlets 
giving work to some 5,000. 

Industry, other than that associated immediately with agriculture, multiplied 
rapidly in the post war years. The city is home to two large oil refineries, an iron 
and steel industry, construction enterprises, and other concerns that are charac- 
teristic of social and economic change in Saskatchewan, from a community 
almost wholly dependent on agriculture to one of a mixed and more stable 
economy. 

The pioneer settlers of the last century could scarcely have visualized the 
Regina inherited by their grandchildren—a beautiful, modern city with all the 
advantages of an affluent society; paved streets everywhere (a necessity in a land 
of gumbo), and thousands of shade trees where there had been bald, flat prairie. 
Every tree in Regina was planted individually and the very first trees were 
carried on the back of an enthusiastic pioneer from Indian Head, Saskatchewan 
which is 60 miles away. 

This is the city to which the delegates to the 51st annual meeting of the 
Canadian Public Health Association will be welcomed next June. Visitors should 
take the opportunity to see the new Provincial Health and Welfare Building, 
the Saskatchewan Museum of Natural History, the museum of the Royal Cana- 
dian Mounted Police, the handsome Legislative Building, the Mackenzie Art 
Gallery, and, of course, the Civic Health Center. 











Environmental Sanitation 








UBLIC HEALTH authorities paid 

little attention to trailers when they 
were first used as temporary dwellings. No 
one gave much thought to the chap who 
pitched a tent overnight at some convenient 
spot on the highway, nor was any great 
concern given to the one or two trailers 
which might be parked for a few months 
on the outskirts of town. As these incidents 
increased, however, problems arose and 
thought had to be given to the health 
aspects. Some towns adopted by-laws pro- 
hibiting the stationing of trailer homes 
within the town limits. This was a deterrent 
but hardly a solution. When the popular 
interest in camping became general the 
need for providing accommodation for this 
type of tourist was recognized and the 
machinery was set in motion to make such 
provision. 

It was recognized that trailer courts 
constituted a threat to public health since 
they had often been operated in an insani- 
tary manner in the United States and they 
involved not only the occupants of the 
courts but the residents of the surrounding 
communities. In 1953 the U.S. Public 
Health Service established standards relat- 
ing to trailer courts. Ordinances and 
regulations were suggested in a manual 
which could be amended where necessary 
to suit local conditions and regulations. 
While this manual related to trailer courts 
only, with some additions and alterations, 
the principles could be applied to trailer 
camp sites, camping sites, and combinations 
of the two. 


1From a paper presented at the annual 


meeting of the Nova Scotia Branch, Canadian 
Public Health Association, held in Kentville, 
N.S., November 1959. 

*Sanitary Inspector, Western Health Unit, 
394 Main Street, Yarmouth, N.S. 





TRAILER CAMPS, TRAILER COURTS, AND CAMPING 
SANITATION ! 


FRED D. WHITEHOUSE,’ C.S.1.(C) 
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Environmental Sanitation 

The term “environmental sanitation” as 
used in relation to trailer courts, trailer 
camps and tenting sites covers all phases 
of sanitation. The requirements for trailer 
courts are very similar to those of camping 
sites and since the latter are more often 
encountered in the Atlantic provinces, the 
term ‘“‘camp site’”’ will hereafter be used. 

The site for camping facilities is of 
primary importance. It must be well 
drained, free from excessive ground water 
and not adjacent to marshes or swamps 
where insects and rodents find breeding 
places. In consideration of the camper 
tourist, the site should be easily accessible 
from trunk highways. If swimming or 
other outdoor sports are to be considered, 
the site should be adjacent to natural or 
artificial facilities. Whenever possible, the 
camp site should be accessible to public 
water and sewage systems. When it is not, 
additional thought must be given to special 
areas suitable for private systems. The 
camp area must, of course, be of sufficient 
size to accommodate the number of campers 
for which it is planned and for roadways, 
parking areas, service areas, play and 
recreational areas. Individual tenting and 
trailer spaces should not be so crowded 
that they interfere with the free movement 
of campers or reduce privacy. Roadways 
and driveways should be maintained in 
reasonable condition and be as near dust 
free as is practical. 

Service Buildings should be available at 
convenient locations throughout the site. 
These buildings should be of permanent 
construction with interior finish of moisture 
resistant material. Floors must be of 
impervious material, easily cleaned, and 
sloped to floor drains. All laundry and 
toilet rooms should be well lighted both 
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naturally and artificially and all exterior 
openings should be screened. The window 
area should not be less than twelve per cent 
of the total floor area. Hot water should be 
provided for lavatory, bathing and laundry 
room fixtures with facilities of sufficient 
capacity to supply three gallons per hour 
per camping party. Separate toilet facilities 
for men and women should be provided 
and these separated by sound resistant 
walls. A screen wall should be provided at 
exterior doors to prevent direct view into 
the toilet rooms. Under no circumstances 
should there be less than two water closets 
or equivalent, one lavatory and one shower 
for each sex. There should be at least one 
laundry unit. In addition, one slop water 
closet should be provided in each building 
and be available by direct opening with 
the outside. 

The above facilities will provide for 
twenty camping parties. For every ten 
additional camping plots one additional 
water closet for each sex and one additional 
lavatory for each sex should be provided. 
For every twenty camping plots there 
should be at least one shower for each sex 
and one laundry unit. The laundry room 
should occupy a part of the service building 
separate from the toilet facilities. Each 
water closet and shower should be in a 
separate compartment, with the closet 
compartment having self-closing doors. The 
floors and plumbing fixtures should be kept 
clean at all times and disinfected at least 
once daily. 


Water Supply 


An adequate and safe supply of water, 
preferably under pressure, should be avail- 
able on the camp property. When no 
public water supply is available, water 
from a drilled well or wells is preferred. If 
dug wells are provided, these must be 
located and constructed in a manner suit- 
able to health authorities and maintained 
in a manner which will assure a safe supply 
at all times. 

Convenient water outlets should be 
available on the site and suitable precau- 
tions taken to prevent contamination, at 
the outlet, of an otherwise safe supply. 

Where specified areas within a camp 
site are set aside for the parking of trailer 
homes, suitable coupling units for both 
water and sewage facilities must be pro- 


vided. 
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Sewage Disposal 


If a public sewerage system is accessible 
to the camp it should be utilized if at all 
possible. When not available, a suitable 
system for disposal must be provided on 
or adjacent to the camp site. If tidal water 
is near, direct disposal into this would be 
the least costly but use of this method 
would largely depend on the proximity of 
swimming sites, if any, in the area, and 
certain fishing operations. 

The most likely means of disposal would 
be the field-bed method. It might be well 
to keep in mind, when considering a field 
tile disposal bed and septic tank system, 
that the minimum requirement should be 
based on 125 gallons of sewage per trailer 
per day. A similar figure would apply to 
tent sites. The maximum number of trailer 
or tent sites possible for the area must 
always be kept in mind. 

There will be found in operation today 
some camp sites with outdoor privies and 
septic toilets. In certain situations, if 
common sense is used in their location, and 
rigid supervision is maintained, these can 
be considered satisfactory. It is probable 
that this type of installation will have to 
be given consideration for some time in 
order that enough sites can be established 
to meet the demand. One should not lose 
sight of the fact that such installations 
should be regarded as temporary and that 
a water-carried system should eventually 
be installed on every site. 


Insect and Rodent Control 


The camp site should be kept free from 
litter and rubbish, and the area should be 
kept free of water-filled depressions to 
discourage the breeding of mosquitoes. 
Spraying can be done effectively as a 
supplemental procedure. Flies are best 
controlled by eliminating breeding places. 
Control of garbage waste and liquid waste 
will greatly aid this program. Effective 
rodent control involves the elimination of 
harbourage places and the removal of all 
food sources. 

Ticks and other pests can create problems 
in some areas. Measures of control include 
clipping of grass and removal of garbage, 
brush, and debris. Dusting of infected 
areas with 10% DDT can also be effective. 

Precautions should be taken to prevent 
contact with poison ivy. Poison oak and 
ragweed should be eliminated for the benefit 
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of those subject to hay fever. Grass and 
weed cutting usually will control undesir- 
able and poisonous weeds. 


Trailer Caravans 

These caravans are made up of many 
trailers, often between 100 and 200 units, 
which travel together. One such caravan 
toured Nova Scotia last summer. Due to 
the numbers involved, there are no camp 
sites that can accommodate the entire 
band. At times, the units separate, going 
to various sites, but usually some emer- 
gency arrangements have to be made in 
each area where an overnight stop is made. 
At the moment this type of problem does 
not appear to be a major one as these 
caravans are not numerous and it is not 
likely that any particular caravan group 
would be in an area oftener than every two 
years or so. Should they become more 
prevalent, a more definite problem would 
result. 


Picnic Table Sites 


Nova Scotia has carried out a commend- 
able program of providing picnic table 
facilities. There is a definite need, however, 
for more table sites. A safe water supply 


and suitable toilet facilities should be 
minimum requirements for every site. It 
would be desirable, too, to transform the 
picnic sites into small camping sites. 


SUMMARY 

Camp style vacationing has become very 
popular in North America in the last ten 
years. Many camping sites have been 
provided but the numbers are still too 
small and the camp sites too scattered. 
Necessary facilities are lacking at many 
sites. Legislation controlling camp sites is 
needed in many parts of the country and 
if it is not forthcoming shortly a substantial 
problem in public health will result. 

Our first course of action should be to 
ensure that legislative bodies recognize the 
seriousness of this new problem and 
accelerate the provision of suitable restric- 
tions and controlling standards. 

Tourist promotion groups and depart- 
ments should co-operate with health 
authorities to provide and maintain ade- 
quate and safe camping facilities. Only 
then can the health and happiness of the 
camper tourist be assured and the possible 
threat to the health of our communities 
be eliminated 


CONSULTANT ADVISORY SERVICE IN 


PUBLIC HEALTH 


ADMINISTRATION 


As approved by the 50th Annual Meeting of the Association in Halifax 
N.S., a Consultant Advisory Service in Public Health Administration 
has been established with the Executive Director, Dr. E. J. Young, 


as the administrative officer. 


The service is intended to supplement the consultant advisory services 
of the Federal and Provincial public health authorities and relates to 
situations in which the services of an independent. non-official, health 


consultant might be most helpful. 


For additional information relating to this service please address 


inquiries to: 


Canadian Public Health Association 
E. J. Young, M.D., D.P.H. 
Executive Director 

150 College Street, Toronto 5 








Association News 


Dr. E. J. Young, Executive Director of 
the Canadian Public Health Association, 
visited the Maritime Provinces January 9-16 
for the purpose of meeting and discussing 
the Association’s affairs with the provincial 
deputy ministers and their staffs and with 
officers of the New _ Brunswick-Prince 
Edward Island Branch and the Nova Scotia 
Branch. Visits were made at Fredericton, 
New Brunswick, Halifax and Sydney, Nova 


News 


Federal 

Canada’s delegation to the annual assembly 
of the World Health Organization, which 
was convened in New Delhi on Feb. 7, was 
headed by Dr. G. D. W. Cameron, Deputy 
Minister of National Health. WHO sessions 
are usually held at the international head- 
quarters in Geneva but a tradition has been 
developing in which, every third or fourth 
year, the meetings are held in a member 
country. India’s invitation was accepted for 
1961. 

The alternate head of the Canadian group 
is the Canadian High Commissioner to 
India, Chester A. Ronning, Esq. Dr. Percy 
E. Moore, Director of Indian and Northern 
Health Services is the third delegate. Alter- 
nate delegates are Dr. Jean Gregoire, 
Deputy Minister of Health for Quebec and 
Dr. B. D. B. Layton, head of the Inter- 
national Health Section of the Department 
of National Health and Welfare. 


Dr. R. H. Allen, Chief of the Clinical 
Laboratories of the Laboratory of Hygiene, 
Department of National Health and Wel- 
fare, has been admitted to a fellowship in 
the American Public Health Association. 


A meeting of unusual interest was held in 
Ottawa in 1969, when senior engineers 
(regional and district) of the Division of 
Public Health Engineering, Department of 
National Health and Welfare, met with 
regional engineers and head office staff of 
the Central Mortgage and Housing Corpora- 
tion to arrange for co-operation between 
the two organizations in the administration 
of loans for municipal sewage treatment 
projects. This is a new development, in- 
volving active federal participation in water 
pollution control. The Division will provide 


Scotia, St. John’s, Newfoundland and 
Charlottetown, Prince Edward Island. 


Alberta Division 

Plans are well advanced for the annual 
convention of the Alberta Division of the 
Association which is to be held at the 
Beacon Hotel, Calgary, April 5-7, 1961 
under the presidency of Mr. E. J. 
Kibblewhite. 


Notes 


technical advice, as requested, and will 
maintain liaison with provincial officials, the 
Central Mortgage and Housing Corporation 
and other interested bodies. 


A representative of the federal Civil Ser- 
vice Commission accompanied by the Chief 
of the Civil Service Health Division and 
the Director of Personnel Services of the 
Department of National Health and Wel- 
fare, have recently completed a coast-to- 
coast tour for the purpose of recruiting 
medical officers interested in pursuing 
careers in Public Health with the Depart- 
ment of National Health and Welfare. Inter- 
views were held in Vancouver, Calgary, 
Saskatoon, Winnipeg, Toronto, Halifax, 
Moncton, Quebec, Montreal and Ottawa. 


Canada’s worst hog cholera outbreak 
since the 1940's appears to be abating in 
Quebec and eastern Ontario. There are 
apparently 12 primary outbreaks, widely 
separated. So far 15,782 hogs have been 
slaughtered in 107 outbreaks. Compensation 
amounts to $381,871. 


Newfoundland 

In October, 1960, Mr. E. Frederick 
Davies, A.T.C.L., was appointed as Speech 
Therapist for the Newfoundland Department 
of Health. His previous experience was in 
theater work and as librarian for the Cana- 
dian Broadcasting Corporation. He later 
opened a private speech studio and acted as 
consultant in speech problems. 

Mr. Davies has just completed an eight- 
month course at Boston University in 
various aspects of speech therapy. Since the 
speech therapy program was started late in 
1960, the number of referrals from teachers, 
nurses and physicians has made it obvious 
that this program will expand rapidly and 
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will, in a short time, show considerable pro- 
gress in this important field. 


Prince Edward Island 

Over 800 children in four specific age 
groups will receive a dental examination as 
part of a Canada-wide dental survey being 
organized by the Canadian Dental Associa- 
tion. The survey will begin in Charlottetown 
and will relate to communities with between 
5,000 and 10,000 population with minimum 
groups of 200 children in each of the four 
age groups 7, 8, 11, and 13. 


New Brunswick 

The Minister of Health, the Honourable 
G. L. Dumont, M.D. has announced that a 
240-bed Hospital Training School for the 
Mentally Retarded will be built in the 
Lancaster area. Construction is scheduled to 
start this spring. 


The full implementation of the non- 
premium system of hospital care took place 
in New Brunswick on January 1, 1961. A 
resident now need only show that he has 
made his home in the province for three 
months immediately prior to hospital ad- 
mission to receive benefits under the Hos- 
pital Services Plan. 


Nova Scotia 

The Halifax Branch of the Registered 
Nurses Association held its monthly meet- 
ing at the Health Center of the Imperial 
Oil Company in Halifax. Dr. D. Kemper 
who is in charge of the Health Service for 
Imperial Oil in Nova Scotia and New- 
foundland gave a short talk on the work of 
the nurse in occupational health. The nurses 
were taken on a tour of the health center 
by Dr. Kemper and Mrs. Hackett, the public 
health nurse of the center. 


Mrs. Phyllis J. Knowles has joined the 
staff for a period of in-service training with 
headquarters in Dartmouth. 


Miss Marion Grandy and Mrs. Kathleen 
Hebgin have resigned from the Public 
Health Nursing staff. 


Ontario 

Premier Leslie M. Frost recently laid the 
cornerstone of the new 1,250-bed Ontario 
Hospital School for Retarded Children at 
Cedar Springs near Chatham. The new 
hospital will cost over $12,000,000. 


Construction was recently started at 
Goderich on a new mental hospital which 
will incorporate radical changes from pre- 
vious mental institutions. The hospital will 
have single-storey cottages with two-storey 
wings. Doors will open directly from the 
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wards to pleasant grounds overlooking Lake 
Huron. 


Dr. J. N. Swanson has been appointed 
medical director of the Ontario Division of 
the Canadian Arthritis and Rheumatism 
Society succeeding Dr. Donald C. Graham 
who has assumed the editorship of the 
Canadian Medical Association Journal. Dr. 
Swanson came to Canada in 1951 and is 
an authority on rheumatic diseases. 


Miss Rosella Cunningham, R.N., has been 
appointed director of nursing for the Metro- 
politan Windsor Health Unit with a staff 
of 40 nurses. 


Manitoba 

A welcome addition to public health ser- 
vices is the new health unit at Birtle-Shoal 
Lake, which will serve a population of 
approximately 22,000 taking in the Russell 
and Roblin areas. The new unit will fill the 
gap between the existing units of Neepawa, 
Dauphin, and Virden. Dr. Dorothy Hall, 
who is a former Medical Director at 
Portage la Prairie has been appointed Medi- 
cal Director for Birtle. 


Dr. Mary Smith, Medical Director, Red 
River Health Unit, has resigned from the 
service, to live in New York. 


The Red River Health Unit, based in the 
town of Steinbach, has been expanded to 
include the neighboring rural municipality 
of La Broquerie. 

The Selkirk Health Unit was expanded to 
take in local government district of Alex- 
ander, villages of Powerview and Great 
Falls, and the company town of Pine Falls. 
A health unit sub-station has been opened 
in the town of Pine Falls. 

C. W. Vincent, Milk Consultant, Bureau 
of Food Control, recently attended a course 
at the Taft Engineering Institute, dealing 
with chemical and microbiological examina- 
tions of dairy products. 


Alberta 

With a view to increasing the utilization 
of existing hospital beds, an experiment in 
home care has recently been initiated in 
Calgary. A member of the Victorian Order 
of Nurses spends half her time screening 
patients at the Calgary General Hospital to 
select for early discharge those who could 
be looked after satisfactorily at home. On 
leaving hospital, the patients are entrusted 
to the care of the local V.O.N. staff. The 
cost of the screening nurse’s service is an 
approved expense under the Hospital Plan, 
and if the experiment is a success it is likely 
that her hospital work will become a full- 
time activity. It is anticipated that the pro- 
ject will do much to shorten the average 
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duration of stay in hospital, and to reduce 
the present waiting lists. 


The Department of Public Welfare has 
appointed Miss Jean Cassidy to carry out a 
public health nursing program among foster 
children in the Edmonton area. She will 
work in close co-operation with the City of 
Edmonton Health Department and with the 
Jasper Place, Leduc-Strathcona, Stony Plain, 
Sturgeon and Vegreville Health Units. A 
similar appointment is planned for Calgary. 


British Columbia 

In 1960, the Community Chest and Coun- 
cils of the Greater Vancouver Area ap- 
pointed a special committee to look into 
the needs of the physically handicapped in 
respect to housing and the design of public 
buildings. The result of this committee’s 
excellent study is seen in the publication of 
two reports, one on the needs of the handi- 
capped in the design of housing and public 
buildings, and the second a guide on build- 
ing for the handicapped. The reports contain 
useful information and many detailed sug- 
gestions. The two publications have been 
circulated to health unit directors and other 
officials who might be in a position to stress 
the necessity of more adequately meeting 
the needs of handicapped people in the 
construction of our homes and_ public 
buildings. 


In January an interesting refresher course 
was sponsored by the Greater Vancouver 
Metropolitan Health Committee under the 
title “The Family in the Money World”. It 
was a half-day session, and more than 200 
members of the metropolitan health services 
participated. The course was concentrated 
on the growing problems of the public health 
nurse when she is called on to give counsel 
in matters of budgeting and family money 
management. Speakers addressing the class 
included Dr. G. A. Mott, Director of the 
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North Shore Health Unit; Dr. W. C. Hallen- 
beck, the visiting professor of adult educa- 
tion, University of British Columbia; Mr. T. 
Downey of the Retail Credit Grantors 
Bureau and Mr. D. W. Francis, regional 
officer of the Dominion Bureau of Statistics. 


Dr. E. J. Hyde of the Greater Vancouver 
Metropolitan Health Committee has _re- 
turned from a year of post-graduate work 
in preventive dentistry at the University of 
Indiana, where he studied under Dr. J. C. 
Muhler. 


Appointments 


The vacancy as director of the Peace 
River Health Unit at Dawson Creek has 
been filled by the appointment of Dr. M. R. 
Smart, formerly of Moose Jaw, Saskat- 
chewan. Dr. Smart is a graduate of the 
University of Saskatchewan. 


Dr. George A. Mott, director of the North 
Shore Health Unit for the past six years, 
has been appointed Assistant Senior Medical 
Health Officer for the City of Vancouver; 
he succeeds Dr. J. L. Gayton who was 
recently appointed Senior Medical Health 
Officer. Dr. Mott is a graduate of Cam- 
bridge University, with a D.P.H. from Lon- 
don University and he is a certified specialist 
in public health. Before coming to Canada, 
where he has had broad experience in public 
health, he spent nine years as medical and 
health officer in the British Colonial Service. 


The newly appointed director of Health 
Unit No. 1 in the Vancouver City Health 
Department is Dr. James S. Cull. Dr. Cull 
is a graduate of Toronto University. 


In the Vital Statistics Division of the 
Provincial Health Branch, Mr. Percy Weston 
has been appointed as chief clerk following 
the resignation of Mr. Geoffrey Page. Mr. 
Weston’s former appointment as Inspector 
of Vital Statistics has been filled by Mr. H. 
Gardiner of the Division. 


COMING MEETINGS 


The 27th annual national conference of 
the Canadian Institute of Sanitary Inspectors 
will be held in Edmonton, Alberta, July 24— 
26, 1961. 


The International Union against Tuber- 
culosis will hold its 16th international con- 
ference in Toronto, Sept. 10-14, 1961 with 
Dr. G. J. Wherrett, Executive Secretary of 
the Canadian Tuberculosis Association, as 
President. 


The annual meeting of the American 
Public Health Association will be held in 
the Convention Exhibit Building, Detroit, 
Michigan, Nov. 13-17, 1961. 


Dr. Jean-Marc Bordeleau, Department 
of Psychiatry, University of Montreal, is 
pleased to supply information and the pre- 
liminary program of the International 
Symposium on The Extrapyramidal System 
and Neuroleptics to be held in the University 
of Montreal, Nov. 17-19, 1961. 





Books and Reports 


HANDBOOK OF AGING AND THE IN- 
DIVIDUAL, Psychological and Biological 
Aspects. Edited by James E. Birren, M.A.., 
Ph.D. University of Toronto Press, 
Toronto, 1959, 939 pp., $12.50. 


The Inter-University Training Institute in 
Social Gerontology, based at the University 
of Michigan, was established a few years 
ago for the purpose of increasing the 
number of trained personnel at work on 
psychological and social problems of aging. 
An integral part of the work is to summarize 
in handbooks all that is currently known 
about human aging. This volume was the 
first to be published. 

Thirty scientists and scholars have con- 
tributed and Dr. James E. Birren, Chief of 
the Section on Aging, National Institute on 
Mental Health, has contributed an impor- 
tant section and as editor has unified the 
presentations. Parts I and II present the 
theoretical foundations of research on 
aging, including morphology, neurophysio- 
logy and genetics; Part III, aging in environ- 
mental settings, and Part IV, psychological 
characteristics of aging. 

The handbook is an authoritative, tech- 
nical summary of the literature on the psy- 
chological and biological aspects of aging. 
The preparation and publication of this first 
volume is an important contribution to the 
objective of the Institute, namely, more 
trained personnel for the conduct of essential 
studies in the problems of aging. 


HANDBOOK OF SOCIAL GERONTO- 
LOGY, Societal Aspects of Aging. Edited 
by Clark Tibbitts, §.C.D.(Hon.) Univer- 
sity of Toronto Press, Toronto, 1960, 770 
pp., $10.00. 


The term Social Gerontology was intro- 
duced in 1954 by Clark Tibbitts, editor of 
this volume. It may be defined as the field of 
study which deals with older adults in their 
relationship to the total environmental and 
socio-cultural framework. 

Twenty-three contributors provide with 
Dr. Tibbitts a comprehensive statement of 
knowledge in this field. In Part I the basis 
and theory of societal aging are presented, 
in Part II the impact of aging on individual 
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activities and social roles, and in Part III 
aging and reorganization of society. 

This is the second in the series of three 
volumes prepared and published by the 
Inter-University Training Institute in Social 
Gerontology. The series will be completed 
with the publication of “Aging in Western 
Societies”. Volumes I and II more than 
justify the expectations of the Institute in 
planning their preparation and Volume III 
will be awaited with interest. 


STANDARD METHODS FOR’ THE 
EXAMINATION OF WATER AND 
WASTEWATER. Eleventh Edition Pre- 
pared and Published Jointly by American 
Public Health Association, American 
Water Works Association, Water Pollu- 
tion Control Federation. American Public 
Health Association, Inc., 1790 Broadway, 
New York 19, N.Y., U.S.A. 1960, 625 
PP. 


This book first published in 1905 has, 
during the intervening 55 years, passed 
through eleven’ editions. The present, 
eleventh, edition has been extensively re- 
vised to incorporate the latest methods and 
materials. Three sections not found in the 
previous, tenth, edition are included. These 
are, Methods for Radiologic Examination 
of Water and Wastes, Bioassay Methods for 
the Evaluation of Acute Toxicity of Indus- 
trial Wastes and other substances to Fish, 
and Methods for Detection and Isolation of 
Iron and Sulphur Bacteria. 

Numerous changes in chemical methods 
have been introduced and include fluoride 
determinations, copper, chloride, sulphate, 
and taste and odour tests. Residual 
chlorine in sewage effluents is covered by a 
completely rearranged and rewritten section 
and procedures for determinations of metals 
have been improved. The membrane filter is 
now accepted as a standard method for the 
examination of water under specified con- 
ditions. Tentative methods for the detection 
and enumeration of enterococci are included 
for the first time. Illustrations for the micro- 
scopical examination of water and sewage 
sludges have been specially prepared for this 
volume. Many of the other illustrations have 
been redrawn. With the inclusion of the new 
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material “Standard Methods” has greatly 
extended its range of usefulness and is in- 
dispensable to those engaged in the chemical 
and biological examination of water and 
water wastes, and is not the less valuable 
in its attempt to produce a uniformity of 
methods in accordance with the present 
best standards of practice. 


ALGAE IN WATER SUPPLIES, United 
States Public Health Service, Publication 
No. 657. Prepared by C. Mervin Palmer, 
Robert A. Taft Sanitary Engineering 
Center, Cincinnati, Ohio. 1959, 88 pp., 6 
colour plates, 55 figures, Price $1.00. 
Copies may be ordered from the Superin- 
tendent of Documents, U.S. Government 
Printing Office, Washington 25, D.C. 


This publication is a concise general 
account of algae in water supplies pre- 
senting identification, significance, and 
control. The plates in colour and the many 
figures are excellent. University teachers 


and students will welcome this inexpensive 
but outstanding publication and operators 
of water plants will find it very helpful. 


HEALTH SERVICE, SOCIETY, AND 
MEDICINE. Karl Evang, M.D., Director 
General of Health Services of Norway. 
Oxford University Press, 480 nda § 
Avenue, Toronto 2, 1960, 171 pp., $3.2 


These five addresses by Dr. Evang were 
delivered as the Heath Clark Lectures, 
University of London, in the London School 
of Hygiene and Tropical Medicine. Dr. 
Evang is one of the most experienced leaders 
in international public health. His observa- 
tions on the present day practice of medicine 
from the service angle will be read with 
great interest and much profit by health 
officers everywhere. 


COLLECTED PAPERS OF THE MAYO 
CLINIC AND THE MAYO FOUNDA- 
TION, Volume 51. W. B. Saunders, 
Company, Philadelphia, 1959, 825 pp. 


Issued in June 1960, the S5ist volume 
follows the same general pattern as pre- 
viously. The papers, by members of the 
staff, appear in one of four categories, 
namely, complete, abridged or abstracted, 
or by title only. The choice of material is 
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based on the desire to include work that 
would be primarily of interest to the general 
practitioner, the diagnostician, and the 
general surgeon. 


HUMAN PROTOZOOLOGY AND HEL- 
MINTHOLOGY, A Short Synopsis. L. R. 
S. MacFarlane, O.B.E., M.D., M.A., 
D.P.H. Illustrated by R. M. Leach, 
B.E.M. The Macmillan Company of 
Canada Limited, Toronto, 1960, 251 pp., 
$6.00. 


Brig. MacFarlane, professor of pathology, 
the Royal Army Medical College, London, 
England, has provided in this small volume 
a most useful synopsis of human proto- 
zoology and helminthology. This book will 
meet the needs of post-graduate students 
and of clinical pathologists in their routine 
work. The drawings and several plates in 
colour provide excellent illustrations. The 
volume will be appreciated by students and 
by laboratory workers in many lands. 


AIR POLLUTION, by various 
World Health Organization, Monograph 
Series, No. 46. Geneva, 1961, 442 pp., 
$8.00. (Published in the United States on 
behalf of WHO by Columbia University 
Press, New York. Price: $10.00.) 


authors. 


This monograph is useful as a source of 
up-to-date information about the various 
aspects of air pollution. It covers the effects 
on man, animals and plants, as well as im- 
portant economic and social questions. 
There are also chapters on the physical and 
chemical nature of air pollution, the role of 
meteorology, methods of identifying the 
various pollutants, and methods of control. 
A large section at the end of the monograph 
is concerned with radioactive pollution of 
the atmosphere. 

The nineteen authorities who have con- 
tributed to the various chapters are drawn 
from many countries, and to make sure 
that world trends in research into air pollu- 
tion are represented, each-chapter was sub- 
mitted by the World Health Organization to 
a panel of internationally known experts. 

The monograph is well documented with 
references and presents a comprehensive 
source of information on most of the major 
aspects of air pollution. It will be of great 
use to medical officers of health and others 
whose everyday work brings them into con- 
tact with problems of atmospheric pollution. 





